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papers  whose  contents  are  not  yet  generally  included 
in  the  textbooks. 
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CHAPTER  I. 
HYPERTROPHY    AND  ATROPHY. 
HYPERTROPHY. 

Hypertrophy  means  increase  in  size,  and  is  a  term 
usually  limited  to  such  enlargements  as  are  evidently 
abnormal  in  tlieir  extent. 

The  increase  in  size  of  any  tissue  may  be  the  result 
of  an  increase  in  either  the  number  or  the  size  of  its 
constituent  elements,  the  former  variety  being  called 
numerical,  the  latter  simple  ;  they  are  frequently 
coincident.  In  true  hypertrophy  the  various  con- 
stituent parts  of  the  organ  or  tissue  affected  are  all 
equally  overgrown  ;  in  false  hypertrophy,  although 
the  organ  or  tissue  is  larger  than  natural,  the  over- 
groAvth  is  due  to  an  increase  of  one  or  more  of  its 
constituent  elements,  to  the  exclusion  of  the  others. 
The  term  hypertrophy  is  indeed  misapplied  in  such 
instances,  for,  if  it  be  employed  to  imply  increase  in 
size,  it  is  evident  that  it  should  not  be  used  vvhei'e 
there  is,  in  addition,  alteration  in  structure. 

There  are  two  chief  causes  of  hypertrophy  :  first, 
increased  use  ;  second,  increased  blood-supply. 
With  regard  to  the  former,  it  may  be  .^aid  that  in- 
crease of  function  is  always  accompanied  by  increase 
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ia  growth,  so  long  as  the  work  rec^uireJ  lie  not  ex- 
cessive. True  physiological  hypertrophies,  the  result 
of  increased  use,  are  best  seen  in  the  muscles  of  a 
healthy  person  when  called  upon  for  greater  exertions 
than  are  usual,  or  in  the  uterus  during  pregnancy. 
From  a  pathological  point  of  view,  they  are  most  often 
the  result  of  disease  of  some  other  tissue  or  organ, 
whose  impaired  functions  are  supplemented  by  in- 
creased functional  activity  in  the  healthy  parts. 
Examj^les  of  such  secondary  or  compensatoiy 
hypertrophies  are  common,  and  good  instances  are 
supplied  in  the  hypertrophy  of  one  kidney  when  tlie 
other  is  diseased,  the  increase  in  size  of  the  hbula 
when  the  tibia  is  congenitally  absent,  and  the  thicken- 
ing of  the  muscular  walls  of  the  heart  in  cases  of 
valvular  disease,  or  of  those  of  the  bladder  in  obstruc- 
tions caused  by  enlarged  prostate  or  stricture  of  the 
ui'ethra. 

The  hypertrophy  which  results  from  increased  blood- 
supply  may  occur  in  tissues  which  are  otherwise  normal, 
but  is  most  often  seen  in  connection  with  irrita- 
tive or  inflammatory  lesions.  Hunter's  experiment 
of  transplanting  the  spur  of  a  cock  on  to  its  comb 
affords  an  excellent  example  of  the  former,  for  the 
spur,  nourished  by  a  greatly  increased  vascular  su2323ly, 
grew  to  many  times  its  original  size.  In  tlie  same 
way,  the  hair  in  the  neighbourhood  of  a  chronic  ulcei', 
or  an  inflamed  joint,  though  itself  healthj^  often 
grows  longer  and  becomes  more  thick  on  account  of 
the  vascularity  of  the  .sldn  in  the  neighbourhood  of 
the  inflamed  area. 

More  often,  however,  the  overgrowth  which  is 
dependent  on  increased  blood-supply  is  the  result  of 
some  abnormal  condition  of  the  tissue  itself.  Thus, 
the  irritation  of  a  badly  fltting  boot,  or  tlie  inter- 
mittent pressure  of  a  tool  on  the  skin  of  the  palm, 
often  results  in  the  thickening  of  both  the  derma  and 
epidermis,  and  the  effects  of  intermittent  pressure  on 
a  bone  is  similarly  shown  in  tiie  formation  of  new 
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bone  from  the  periosteum.  HyiJertrophies  such  as 
these  are  called  irritative.  It  is  worth  while  to 
mention  yet  one  other  instance,  for  the  results  are 
sometimes  veiy  striking.  In  cases  of  chronic  inflam- 
mation kept  up  by  any  cause  in  the  neighbourhood 
of  the  epiphysis  of  a  growing  bone,  the  increased 
supply  of  blood  to  the  developing  tissue  is  followed 
by  a  corresponding  increase  in  growth,  and  thus  the 
hmb  on  the  diseased  side  may  become  longer  than  its 
fellow.  In  the  tibia  such  overgrowth  is  accompanied 
b}'  curvature,  for,  being  fixed  to  the  fibula,  it  is  unable 
to  grow  in  length  more  rapidly  than  the  latter  bone, 
unless  at  the  same  time  it  yields  to  the  resistance 
ofiered  by  the  fibula. 

In  some  cases  parts  become  hypertrophied  without 
any  apparent  cause,  and  a  toe  or  a  finger  may  con- 
tinue to  grow  after  the  growth  of  its  fellows  has  ceased 
till  it  becomes  more  than  twice  the  normal  size.  In 
other  cases  whole  limbs  become  hypertrophied,  but  we 
know  no  more  what  is  the  cause  of  this  overgrowth 
than  we  luiow  why  the  growth  of  any  one  part  of  the 
body  ceases  when  its  natural  development  has  been 
attained. 

A.TROPHV. 

Atrophy  means  diminution  in  size  without  altera- 
tion in  structure,  and,  if  the  term  be  strictly  used, 
pure  atrophies  will  be  found  to  be  of  rare  occurrence. 

Causes. — The  most  important  causes  of  atrophy 
are,  first,  deficient  blood-supply ;  second,  de- 
ficient use.  The  deficient  blood-supply  is  frequently 
Itself  the  result  of  some  morbid  process,  and  is  often 
caused  by  pressure.  As  already  mentioned,  inter- 
mittent pressure,  by  causing  irritation,  induces  hyper- 
trophy ;  but  continuous  pressure,  on  the  other 
hand,  induces  atrophy.  No  better  instance  of  this  can 
be  desired  than  the  atrophy  of  all  the  tissues  which  is 
otten  cau.sed  by  the  pressure  of  an  aneurysm,  for  not 
only  are  the  soft  structures  destroyed,  but  bones  and 
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cartilages  may  be  completely  removed.  Thus,  in  the 
case  of  an  aortic  aneurysm,  the  ribs  or  the  sternum 
may  be  either  simply  eroded  oi'  entirely  absorbed 
in  their  -whole-  thickness,  and  the  bodies  of  the 
vertebrfe  may  be  similarly  affected ;  this  absorption 
OT  atrophy  results  from  the  obliteration  of  the  blood- 
vessels by  the  pressure  of  the  aneurysmal  sac.  The 
specimen  depicted  in  Fig.  i  shows  the  complete 
absoi'ption  of  the  whole  of  the  hard  palate  caused 
by  the  constant  wearing  of  a  cork  inserted  to  plug  an 
aperture  which  communicated  with  the  nostrils.  The 
patient  was  an  old  woman,  and  as  the  hole  constantly 
grew  larger,  it  became  necessary  to  increase  the  size 
of  the  cork,  and  finally  to  add  to  its  circumference  by 
wrapping  it  with  strips  of  tape. 


Fig.  I. 


Part  of  the  Baso  of  a  Skull,  sliowiuga  cork  siirroimded 
by  si'Veral  layers  of  tape  pluggiug  au  aperture  iu  the  bard 
palate. 

The  atrophy  which  results  from  deficient  use  or 
diminished  functional  activity  is  well  seen  in  the  con- 
dition of  a  limb  in  which  one  of  the  joints  has  long 
l)een  diseased.  In  such,  the  soft  tissues  as  a  whole  are 
diminished  in  bulk,  and  muscles,  vessels,  and  nerves 
all  share  in  the  general  atrophy.  The  bones  do  not 
escape ;  they  become  hollowed  out  from  within,  and 
reduced  to  iuere  shells— eccentric  atrophy— whilst  at 
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the  same  time  their  transverse  diameter  also  lessens — 
concentric  atrophy — -and  thus  both  eccentric  and  con- 
centric atrophy  go  hand  in  hand.  Similar  wasting 
may  be  seen  in  the  tissues  that  form  an  amputation 
stump,  the  bone  in  which  is  often  atrophied  to  such 
an  extent  that  it  measures  less  -p^^.  ^ 

than  a  third  of  its  normal  cir- 
cumference  (Fig  2).    The  di- 


ll 


minution  of  the  optic  nerve 
after  removal  of  the  eyeball, 
and  of  the  renal  artery  when 
the  corresponding  kidney  has 
been  destroyed,  afford  other 
good  examples  of  the  same  pro- 
cess. 

Many  more  varieties  of  atro- 
phy might  be  mentioned,  but  not 
only  are  they  more  suitably  dis- 
cussed in  works  on  general  pa- 
thology— they  are  also  for  the 
most  part  physiological  rather 
than  pathological.  Thus,  the 
atrophy  of  the  thymvis  gland  in 
childhood  and  of  the  breasts 
after  the  cessation  of  menstrua- 
tion cannot  justly  be  considered 

as  in  any  way  abnormal,  and     niv    tt  ^ 
+Vr...^r    ^  4i    T         ^        -1  Upper  Half  of  a 

therefore  find  no  place  m  works  i-iumems  from  a  Stump, 
on  pathology,  except  for  pur-  1'lie  bone  is  both  dimi- 
poses  of  comparison  or  illusfera-  ii's|^«diuitscircumferonce 
+;^,,       A     j-iT  c  i_      1  hollowed    out  from 

tion.  Another  cause  of  atrophy  withiu,  the  compact  tissue 
which  is  commonly  mentioned  is  being  greatly  diminished 
excessive  use,  but  it  is  question- 

able  whether  this  ever  induces  an  atrophy  which  can 
be  considered  pathological. 

The  other  forms  of  atrophy  which  are  accompanied 
by  fatty  changes  in  the  affected  tissues,  and  which  are 
more  common  than  the  pure  atrophies,  will  be  con- 
sidered in  the  ensuing  chapter  on  "  Degeneration." 
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CHAPTER  II. 
DEGENERATION. 

The  term  degeneration  is  used  to  imply  an  altera- 
tion in  structure  whereby  the  organ  or  tissue  affected 
is  rendered  less  able  to  perform  its  normal  functions, 
the  tissue  elements  themselves  being  replaced  by 
material  of  inferior  quality. 

FATTY  DECHXrERATIOM^. 

The  most  common  form  of  degeneration  is  that 
named  fatty.  In  it  the  cells  and  fibres  are  replaced 
by  fatty  granules,  and  the  whole  texture  of  an  organ 
may  by  a  continuance  of  this  process  be  transformed 
into  fatty  matter.  Whatever  may  be  the  special  cause 
at  work  in  any  individual  case,  all  fatty  degenera- 
tion is  caused  by  a  deficiency  in  the  supply 
of  arterial  blood,  and  this  may  be  induced  in 
various  ways.  Thus,  an  organ  by  becoming  hyper- 
trophied  may  outgrow  its  blood-supply — a  condition 
which  is  well  exemplified  in  cases  of  heart  disease  and 
of  obstruction  to  the  outflow  of  urine.  The  heart  in 
one  case,  the  bladder  in  the  otlier,  become  hyper- 
trophied  to  meet  the  increased  work  thrown  upon 
them,  and  so  long  as  the  vascular  supply  increases  in 
just  proportion  all  goes  well.  But  the  day  comes 
when  the  tissue  outgrows  its  blood-supply,  and  then 
fatty  degeneration  ensues,  the  hypertrophied  organ 
becoming  dilated,  and  soon  failing  to  expel  its  contents. 
It  will  thus  be  seen  that  liypertrophy  iuid  fatty 
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degeneration  may  co-exist  in  tbe  same  organ.  And 
what  is  true  of  hypertropliy  applies  also  to  new- 
growths.  Many  tumours  outgrow  their  vascular 
supply,  and  consequently  degenerate  in  their  oldest 
and  most  central  parts.  Thus,  in  scirrhous  carcino- 
mata  it  is  common  to  find  fatty  degeneration  of  the 
epithelial  cells,  and  in  sarcomatous  growths  many  of 
the  cells  become  filled  with  granules  of  oily  material. 
So  also  with  infiammatory  products.  In  all  infiam- 
mations  there  is  a  tendency  to  fatty  change  in  the 
exuded  leucocytes,  and  -  the  more  chronic  the  inflam- 
mation and  the  more  unhealthy  the  patient  the  more 
noticeable  is  this  condition.  It  is  always  best  marked 
in  striimous  oi'  tubercular  inflammation,  and  is  well 
exemplified  by  the  fatty  mass  of  disintegrated  cells 
which  fills  a  caseous  lymj)hatic  gland,  or  the  pulpy 
synovial  membrane  seen  in  strumous  joints.  Again, 
in  inflammations  of  arteries,  whose  intima,  it  must  be 
remembered,  is  nouiished  by  osmosis,  the  exudation 
cells  are  peculiarly  liable  to  degenerate  and  form  the 
so-called  atheromatous  abscesses  and  ulcers  met  with 
in  chronic  arteritis.  Thus,  whether  the  increase  in 
size  in  a  tissue  be  due  to  hj'pertrophy,  to  new  growth, 
or  to  inflammatory  exudation,  unless  the  blood-supjjly 
increase  in  proportion  to  the  growth,  fatty  degeneia- 
tion  will  ensue. 

But  whilst,  on  the  one  hand,  fatty  degeneration  may 
be  caused  by  overgrowth  of  the  tissue  to  be  nourished, 
on  the  other  it  may  result  from  cutting  of?  of  the 
normal  blood-supply.  Here,  again,  the  heart  affords 
an  excellent  example,  for,  when  its  coronary  arteries 
are  atheromatous  and  its  muscle  imperfectly  supplied 
with  blood  fatty  degeneration  of  the  walls  of  the 
ventricles  commonly  results,  and  may  lead  to  the 
death  of  the  patient  either  by  failure'of  the  heart's 
action  or  by  rupture  of  the  ventricle  itself.  In  the 
brain  also,  the  result  of  disease  of  the  vessels  is  fatty 
degeneration  and  so-called  "  softening,"  a  condition 
which  is  commonly  met  with  in  ohrpeople.  Con- 
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sidering-  that  atrophy,  as  we  have  already  seen,  is 
due  to  the  same  cause  as  fatty  degeneration,  namely, 
deficient  arterial  su^Dply,  we  should  rather  expect  to 
meet  the  two  processes  occurring  together ;  and  such 
indeed  is  the  case.  The  atrophy  of  the  tissues  in  old 
age  is  not  a  simjile  atrophy,  but  is  almost  always 
accompanied  by  fatty  jJegeneration,  and  both  are  pro- 
bably to  a  great  fextent  dependent  upon  the  atheroma 
of  the  vessels  which  is  common  in  old  people.  Again, 
in  the  atrophy  which  results  fi'om  disuse  there  is 
frequently  also  fatty  change,  and  the  wasting  of  the 
glandular  tissues  in  old  age,  and  of  the  muscles  as 
well  as  of  the  bones  in  useless  limits,  is  almost  always 
accompanied  by  degeneration. 

If  a  tissue  in  a  state  of  fatty  degeneration  be 
examined  microscojsically,  its  cells  and  fibres  will  be 
seen  infiltrated  with  fatty  granules  and  nuclei,  and, 
in  cases  of  long  standing,  plates  of  cholesterine  and 
ciystals  of  stearic  acid  may  be  found.  If  sections  are 
stained  in  osmic  acid,  the  fatty  particles  are  turned 
black,  whilst  if  they  are  exposed  to  the  action  of  ether 
they  are  rapidly  dissolved. 

Mucoid  degeneration  occuriing  as  a  pathological 
process,  has  its  physiological  type  in  the  formation  of 
mucus  by  the  glands  of  the  mucous  membranes.  In 
these  the  protoplasm  of  the  cells  is  constantly  under- 
going metamorphosis  into  a  semi-transparent  sub- 
stance, which  distends  the  cell  to  bursting,  and  finallj^ 
escapes  from  within  it.  The  epithelia  of  diseased 
tissues  or  of  new  growths  may  secrete  a  like  material, 
and  in  other  cases  the  ground  substance  between  the 
cells  undergoes  similar  degenerative  change.  Thus, 
in  the  sarcomata,  chondromata,  and  myxomata,  it  is 
common  to  find  portions  of  the  new  growth  (juiti^  soft 
and  gelatinous,  and  a  microscopical  examination  shows 
the  cell-iJrocesses  interlacing  with  each  other  in  a 
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mass  of  homogeneous,  mucoid  matter  which  I'epre- 
sents  the  degeneiate  matrix. 

COIiIiOZD  SEGETrERATIOIir. 

Colloid  degeneration  is  closely  allied  to  mucoidj 
the  colloid  substance  being  distinguishable  only  by 
the  fact  that,  unlike  mucus,  it  is  not  coagulated  by  the 
addition  of  acetic  acid,  and  is  not  rendered  opaque  by 
the  addition  of  alcohol.  Colloid  degeneration  finds  its 
physiological  type  in  the  formation  of  colloid  matter  by 
the  thyroid  gland,  where  it  is  jiroduced  by  the  epithelial 
cells  in  the  same  way  as  is  mucus  in  the  mucous  glands. 
Colloid  material  is  of  I'are  occurrence  as  a  pathological 
product,  but  is  met  with  in  the  cells  of  carcinomata  of 
the  stomach,  mesentery,  and  intestines,  as  well  as  in 
new  growths  of  the  thyroid  and  ovary,  and  more 
rarely  in  cancers  of  the  breast  (Fig.  3).  Entangled 


Fig.  3. 


Section  of  .a  Oavciiioma  nf  the  J'.rea.st.  Many  (if  tlio 
colls  are  disteuded  with  colloid  matter,  and  iu  tiio  lower 
part  of  the  section  is  an  irregnlnr  ravitv  cansed  bv  tlie 
bursting  of  some  such  cells. 
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in,  and  filling  the  alveoli  of  a,  carcinoma,  it  gives 
the  apjDearance  of  a  honeycomb  filled  with  semi- 
translucent  gelatinous  matter,  and  is  not  easily  mis- 
taken for  anything  else.  The  occurrence  of  mucoid 
or  colloid  degeneration  in  ne^\'  growths  in  no  way 
affects  their  malignancy. 

CAI.CAREOUS  DEGEN-ERATZOir. 

Calcareous  degeneration  is  a  process  by  which  a 
tissue  becomes  impregnated  with  various  salts,  the 
most  common  of  which  are  phosphate  and  carbonate 
of  lime,  together  with  a  small  quantity  of  magnesium 
compounds.  The  deposit  of  such  material  in  a  grow- 
ing bone  is  a  normal  process,  but  the  cause  of  calcareous 
degeneration  is  not  clearly  understood.  It  is,  however, 
a  well-ascertained  fact  that  impaired  nutrition,  or  even 
death,  of  a  tissue  always  precedes  its  calcification,  and 
it  is  supposed  by  some  authors  that  sjjecial  forms  of 
albumin  are  produced  which  possess  special  afliuities 
for  lime  salts.  Calcareous  degeneration  may  occur  in 
any  part  of  the  body,  but  is  especially  liable  to  aftect 
the  arteries  in  aged  people,  as  well  as  the  cartilages  of 
the  ribs,  larynx,  and  trachea.  It  is  also  of  common 
occurrence  in  the  products  of  previous  pathological 
processes.  Thus,  fatty  and  cartilaginous  tumours 
frequently  calcify  in  parts,  as  do  also  some  sarcomata 
and  fibrous  tumours.  The  products  of  past  inflamma- 
tions are  favourite  sites  of  calcification,  and  good 
examples  are  sujjplied  by  caseous  lymphatic  glands  and 
the  cell  exudation  of  chronic  arteritis.  The  clots  in 
blood-vessels  also  are  liable,  after  the  lapse  of  many 
years,  to  become  calcified,  and  form  in  the  veins  the 
so-called  vein-stones  or  phlebolithes. 

Mici'oscopic  examination  of  a  tissue  in  an  early  stage 
of  calcareous  defeneration  shows  small  shinino;  sjranules 
deposited  in  the  cells  and  matrix — where  such  can  be 
distinguished — and  occasionally  arranged  in  concentric 
layers  forming  "  chalky  concretions."    The  addition 
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of  a  drop  or  two  of  hydrochloric  acid  causes  a  rapid 
disappearance  of  the  calcareous  matter. 

AMYIiOZD,  AliBUlWIWOID,  OR  LARDACEOUS 
DECEN'ERATXOTr. 

In  this  form  of  degeneration  the  tissues  are  im- 
pregnated with  an  albuminous  material  which  in  part 
takes  the  place  of  the  diseased  structure,  and  in  part 
is  added  to  it  as  an  infiltration.  The  organs  most 
commonly  affected  are  the  liver,  spleen,  kidneys,  and 
intestines.  The  solid  viscera  are,  in  advanced  cases, 
much  increased  in  size,  and  are  unduly  firm  to  the 
touch.  On  section,  they  are  paler  than  natural, 
homogeneous,  and  waxy.  When  portions  only  of  the 
organ  are  implicated,  the  amyloid  patches  appear  as 
rounded  semi-translucent  spherules,  looking  like  grains 
of  boiled  sago.  This  appearance  is  most  marked  in 
the  spleen,  and  has  given  rise  to  the  term  of  "  sago 
spleen."  If  iodine  be  poured  over  the  surface  of  a 
diseased  organ,  the  amyloid  material  is  stained  a  dai'k 
red-brown  or  mahogany  colour. 

Microscopical  examination  shows  that  the  amyloid 
substance  is  first  deposited  in  the  walls  of  the  small 
blood-vessels,  especially  in  their  sub-endothelial  cellular 
tissue.  This  readily  accounts  for  the  patchy  distribu- 
tion of  the  substance  in  the  affected  viscera,  the 
Malpighian  bodies  in  the  kidneys  and  spleen  being 
the  seat  of  the  earliest  deposit,  whilst  the  arteries 
which  run  at  right  angles  to  the  long  axis  of  the 
intestine,  and  the  blood-vessels  which  run  parallel* 
to  the  renal  tubules,  appear  as  dark-brown  streaks 
when  the  part  is  stained  with  iodine.  The  amyloid 
substance  is  not  stained  by  logwood  or  carmine,  and 
in  sections  prepared  with  these  reagents  appears  as  a 
homogeneous  mass  hiding  the  normal  structure.  In 
sections  stained  with  methyl-violet,  however,  the  amyl- 
oid matter  takes  on  a  bright  ruby-red  tint,  whilst  the 
healthy  ti.ssues  are  stained  a  deep  blue. 
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The  eftects  of  amyloid  disease  of  the  viscera  are  very 
serious,  for,  on  account  of  the  early  implication  of  the 
blood-vessels,  the  nutrition  of  the  part  is  much  inter- 
fered with,  and,  later  on,  as  the  glandular  elements 
become  affected,  the  functions  of  the  organ  are  further 
impaired.  Advanced  amyloid  disease  is  thus  frequently 
fatal. 

By  far  the  commonest  cause  of  amyloid  disease  is 
chronic  suppuration ;  it  is,  however,  also  met 
with  in  syphilis,  both  congenital  and  acquired.  Cases 
of  strumous  caries  and  of  diseased  joints  are  very 
fi-equently  fatal  from  this  cause,  but  the  affection  is 
not  commonly  seen  until  the  suppuration  has  been  in 
progress  for  some  months,  nor  unless  the  discharge  of 
pus  is  considerable.  If  the  cause  of  the  suj^iJuration 
be  removed — e.g.,  if  the  affected  limb  be  amputated — 
before  the  disease  has  progressed  too  far,  it  is  quite 
possible  for  recovery  to  result,  and  for  the  diseased 
viscera  to  gradually  i-esume  their  natural  size  and 
functions.  Thus,  albumen  may  disappear  from  the 
urine,  and  an  enlarged  liver  may  gradually  recede 
under  the  cover  of  the  ribs  after  an  amputation  i^ev- 
formed  for  long-continued  disease  of  a  joint. 

The  exact  mannei'  in  which  suppuration  causes  the 
deposit  of  amyloid  material  is  not  known,  but  various 
theories  have  been  propounded.  The  best  known  of 
these  is  that  of  Dr.  Dickinson,  who  has  suggested  that 
the  drain  on  the  salts  of  the  blood  caused  by  the  long- 
continued  secretion  of  pus  results  in  the  deposit  of 
de-alkalized  fibiin.  It  must,  however,  be  remembered 
'that  this  explanation  does  not  hold  good  for  those 
cases  in  which  the  disease  occurs  in  the  subjects  of 
congenital  syphihs,  and  in  the  absence  of  all  sup 
puration. 
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CHAPTER  III. 

MZCKO-OK.GAN'XSnXS    XN*    THEIR.  REIiATZOir 
TO    PATHOIiOCZCAIi  PROCESSES. 

The  parasites  which  are  found  in  connection  with  the 
diseases  of  man  are  many  and  various,  but  it  is  with 
only  one  variety  of  them  that  we  are  at  present  con- 
cerned, namely,  the  bacteria  or  schizo-mycetes. 
These  are  vegetable  organisms  belonging  to  the  class 
of  fungi,  and  are  all  of  them  extremely  minute,  many 
being  visible  only  by  the  aid  of  the  highest  powers 
of  the  microscope.  They  consist  of  protoplasm  which 
presents  no  definite  structure,  but  is  probably  enclosed 
in  a  cell-membrane,  and  stains  readily  with  anilin 
dyes.  Chemical  analysis  shows  that  this  protoplasm 
contains  hydrogen,  nitrogen,  oxygen,  carbon,  phos- 
phorus, sulphur,  magnesium,  calcium,  aud  potassium. 

All  the  schizo-mycetes  multijsly  by  fission,  but  some 
in  addition  reproduce  themselves  by  spore-formation. 
They  have  been  subdivided  according  to  their  shape 
and  size  into  the  following  genera  : — (a)  micrococci, 
(b)  bacteria,  (c)  bacilli,  (d)  vibrios,  (e)  spirilla. 

Micrococci  are  round  or  oval  organisms  which 
grow  by  fission,  and  occur  singly  or  in  pairs,  as  well 
as  in  chains,  and  in  colonies  or  "  zoogkca  masses," 
which  consist  of  numbers  of  micrococci  held  together 
by  some  material  of  a  gummy  nature. 

Bacteria  ai^e  oval  or  rod-shaped  organisms  with 
rounded  extremities,  whose  length  does  not  exceed 
twice  their  breadth.    They  multiply  by  fission. 

Bacilli  are  rod-shaped  organisms,  whose  length 
exceeds  twice  their  breadth,  whilst  in  many  varieties 
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the  disproportion  is  much  greater.  BacilU  multiply 
by  fission,  but  many  of  them,  in  addition,  reproduce 
themselves  by  spore-formation. 

Vibrios  are  to  be  regarded  as  bacilli  which  are 
curved  instead  of  straight. 

Spirilla  are  organisms  of  a  spiral  or  corkscrew 
shape,  the  twist  being  round  the  longitvidinal  axis. 

All  these  varieties  of  organisms  have  much  in  com- 
mon, and  all,  when  placed  under  favourable  conditions, 
act  as  ferments,  and  produce  certain  changes  in  the 
chemical  composition  of  the  material  in  which  they 
live,  changes  which  are  probably  pi'oduced  in  one  of 
the  following  ways  : — ■ 

Fii'st,  when  living  under  conditions  favourable  for 
their  development,  the  micro-organisms  take  from  the 
material  which  surrounds  them  cei-tain  matters  which 
they  require  for  food,  and  by  so  doing  split  up 
numerous  compound  bodies,  taking  oxygen  from  one, 
carbon  from  anothex',  &c.  The  matter  which  they 
thus  take  up  undergoes  certain  chemical  changes  in 
the  organisms,  and  the  products  are  excreted  into  the 
liquid  in  which  the  latter  live;  e.g.,  the  growth  of  the 
yeast-plant  in  a  saccharine  solution  produces  alcohol. 

Second,  many  bacteria  produce  in  the  above 
manner  certain  chemical  substances  which  themselves 
also  act  as  ferments  and  cause  changes  in  the  fluid 
or  tissues  in  Avhich  they  live,  just  as  do  the  micro- 
organisms. Numerous  good  examples  of  unorganized 
ferments,  the  result  of  the  action  of  cells,  are  to  be 
found  in  the  human  body,  and  may  be  compared 
with  similar  ferments  caused  by  the  action  of  micro- 
organisms. Such  are  pepsin,  ptyalin,  &c.,  bodies 
which  ai'e  capable  of  causing  very  definite  changes 
in  the  chemical  composition  of  the  fluids  in  which 
they  exist. 

COM'DXTXOM'S  OF  X.ZFE. 

The  life  of  one  of  the  schizo-mycetes,  like  the  life 
of  any  other  vegetable  organism,  depends  on  its  sur- 
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roundings,  and  consequently  the  various  forms  of 
bacteria  depend  on  food,  or  soil,  water,  temperatiu-e, 
oxygen,  and  rest. 

Food. — -As  regards  food,  each  variety  flourishes 
best  on  certain  soils,  and  some  organisms  cannot  grow 
at  all  in  matter  on  which  others  flourish.  All,  or 
almost  all,  however,  have  this  in  common,  namely,  a 
preference  for  animal  tissues  of  compound  nature, 
being  apparently  unable  to  utilize  crude  substances, 
or  to  make  use  of  elementary  matter  as  food. 

There  can  be  no  doubt  that  these  organisms  are 
very  dependent  on  the  soil  in  which  they  grow,  and 
that  minute  differences  in  composition,  such  as  cannot 
at  present  be  detected,  are  of  great  importance  to 
them.  Thus,  Koch  found  that  bacilli  which  grew, 
and  caused  fatal  results  in  a  house-mouse,  could  be 
injected  into  a  field-mouse  without  causing  it  any 
harm.  In  the  latter  they  could  not  live.  Similarly, 
human  individuals  show  the  greatest  difi"erences  in 
their  susceptil^ility  to  certain  diseases,  e.g.,  measles  or 
erysipelas,  and,  whereas  one  person  may  be  attacked 
three  or  four  times,  another  equally  exposed  mav 
altogether  escape.  It  is  also  a  matter  of  common 
observation  that  a  depraved  condition  of  the  general 
health  predisposes  a  person  to  disease,  and  it  is'hio-hly 
probable  that  when  a  patient  is  "  out  of  health,  *the 
composition  of  his  tissues  is  for  the  time  bein^ 
altered,  and  affords  a  soil  for  the  growth  of  organisms 
which  the  healthy  body  does  not  supply.  . 
,  7^?;*?.^  .''^  necessary  for  the  growth  of  all  fungi 
but  all_  living  animal  tissues  contain  in  themselves 
a  sufficiency.  Many  forms  of  organisms  are  killed 
by  tlrymg. 

Oxygen  appears  to  be  essential  for  the  life  of  the 
schizo-mycetes.     Some  of  them  can  obtain  it  from 
t  ssues  in  which  it  occurs  as  part  of  some  compound 
ubstance  ;  others  are  unable  to  extract  it  in  this  wav 
and  require  exposure  to  the  air  ' 
Temperature.-The  temperature  favourable  for 
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the  life  of  an  organism  difters  much  with  the  difiei-ent 
varieties,  whUst  some  of  them  are  capable  of  surviv- 
ing great  alterations.  The  temperature  of  the  human 
body  is  favourable  for  the  growth  of  most  varieties. 

Rest. — Almost  all  fungi  grow  best  when  at  rest, 
and  many  of  them  can  be  prevented  from  growing 
or  multiplying  by  keeping  the  fluid  in  which  they  are 
suspended  in  a  state  of  constant  motion. 

THE    DZSTRXBUTIOn-    OF    THE  SCHXZO- 
nXVCETES 

is  very  wide.  They  ai-e  found  in  all  water  except  that 
which  comes  direct  from  deep  springs,  in  all  soils  as 
far  as  a  depth  of  3  feet  from  the  surface,  and  in 
the  air  in  the  neighbourhood  of  animal  or  vegetable 
life.  Air  taken  from  a  great  altitude,  and  there- 
fore pure,  contains  no  organisms  ;  but  dust  seen  in  a 
sti'ong  ray  of  light  is  formed  largely  of  these  minute 
parasites. 

It  is  evident  that  if  the  surroundings  of  man  are 
so  impregnated  with  organisms  the  latter  must  easily 
obtain  entrance  to  the  body  by  the  respiratory  and 
alimentary  tracts.  And  .such  indeed  is  the  case.  In 
every  act  of  respiration  they  pass  in  numbers  to  the 
lungs,  and  during  deglutition  are  carried  into  the 
stomach.  Foi'tunately,  however,  the  larger  number  of 
them  are  unable  to  find  a  suitable  soil  in  the  healthy 
and  living  tissues,  the  stability  of  which  is  too  gi-eat 
to  allow  of -their  disintegration  by  the  parasites,  and, 
instead  of  causing  any  harm  to  the  lungs  or  alimentary 
canal,  the  parasites,  on  the  contrary,  are  themselves 
quickly  desti'oyed.  Many  of  them,  however,  are  to  be 
found  in  the  stomach  and  intestines,  and  although 
they  cannot  act  on  living  structures,  nevertheless, 
when  the  patient  dies,  they  speedily  become  active, 
and  originate  the  process  known  as  '•  decomposition." 
a  process  which  always  commences  in  the  abdomen 
and  the  organs  contained  in  it. 

Numerous  experiments  have  been  made  to  deter- 
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mine  whether  these  parasites  are  to  be  found  in  the 
tissues  of  the  body,  sucli  as  muscle,  fat,  etc.,  and 
though  many  observers  have  failed  to  discover  them 
either  by  the  microscope  or  by  preservation  at  the 
body-temperature  in  sterilized  tubes,  yet  in  some 
instances  organisms  have  been  found  in  tissues 
apparently  healthy.  It  is  probable  that  Ijoth  bacteria 
and  micrococci  are  taken  up  from  the  lungs  by  the 
leucocytes  just  as  are  the  minute  particles  of  carbon 
which  stain  the  lymphatic  glands,  and  it  is  almost 
certam  that  by  the  leucocytes  the  parasites  are  killed. 
It  is,  however,  easy  to  understand  that  at  the  moment 
of  death  some  organisms  may  be  present  which  have 
not  yet  been  rendered  innocuous,  and  that  in  such 
cases,  when  the  tissues  are  no  longer  alive,  they  will 
at  once  commence  to  grow,  and"  will  be  found  if 
searched  for  at  a  subsequent  time. 

It  may  thus  be  concluded  that  under  normal 
conditions  the  schizo-mycetes  do  not  find  the  living 
body  a  suitable  soil,  and  that  therefore  they  are 
incapable  of  growing  in  it  or  of  exciting  changes  in 
its  composition. 

It  must,  however,  be  understood  that  there  do  exist 
certam  varieties  of  organisms  which  can  and  do 
develop  occasionally  in  the  human  body,  and  cause 
the  production  of  certain  materials  which  give  rise  to 
diseased  conditions.  Such  organisms  are  distinguished 
tion  P^*^°Senic,»  and  will  again  occupy  our  atten- 

PATHOIOGICAL  IMPORTANCE  Or  MZCRO 
ORGAN-ZSItlS. 

th  processes  which  are  originated  by 

the  action  of  micro-organisms  are  of  the  deepest  in 
tei.s    o  the  surgeon,  and  the  further  investigZi   a  1^ 
fo?w^.  important  does  the  subject  become 

foi  within  the  past  few  years  many  specific  diseTp.' 

''''  r-''  of^'^n:^o:; 

other  of  the  schizo-mycetes,  and  it  is  probable  that 
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many  others  own  a  similar  cause.  One  of  the  most 
important  of  the  many  fermentative  processes  is  that 
known  as  decomposition  or  putrefaction,  and 
may  now  be  conveniently  considered. 

Decomposition  is  the  result  of  the  presence  of 
the  bacterium  termo,  an  organism  which  is  very 
widely  distributed,  which  has  constant  access  to  the 
body  vinder  ordinary  circumstances,  but  which  has  no 
power  over  living  tissues,  and  rapidly  dies  when  in- 
troduced amongst  them. 

In  the  absence  of  the  bacterium  termo  dead  tissues 
do  not  decompose,  and  may  be  kept  for  any  length 
of  time  in  sterilized,  air-tight  vessels  and  in  "  anti- 
septic "  fluids,  which  act  by  preventing  the  growth  and 
activity  of  the  organism,  and  also  cause  its  death.  In 
the  dry  air  of  high  altitudes  also,  and  in  very  low 
temperatures,  this  bacterium  cannot  live,  and  thus 
animal  tissues  placed  in  ice  or  on  high  mountains  do 
not  putrefy. 

On  dead  tissues  and  under  favourable  conditions  of 
temperature  and  moisture  the  bacterium  termo  acts 
as  a  ferment,  and  produces,  in  the  manner  already 
described  as  common  to  all  the  schizo-mycetes,  certain 
alkaloidal  products  called  collectively  ptomaines. 
These  products  are  extremely  irritating  to  the  living 
tissues,  and  excite  in  them  an  acute  inflammation, 
which  tei-minates  in  suppuration.  The  term- septic 
has  been  applied  to  all  such  inflammations  as  i-esult 
from  the  presence  of  decomposing  material,  whilst  the 
constitutional  conditions  which  arise  if  the  septic 
products  of  decomposition  are  absorbed  are  well 
known  under  the  name  of  "  suppurative  fever," 
"  saprremia,"  etc.,  and  are  treated  of  at  length  in  other 
chapters. 

It  is  thus  evident  that  the  bacterium  termo  is  a 
pathological  agent  of  great  importance,  and  it  must 
further  be  remembered  that  its  action  is  not  limited  to 
laro-e  masses  of  dead  tissue,  but  that  it  is  equally  potent 
in  the  smallest  drop  of  fluid,  so  that  serum,  blood,  or 
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pus  may  undergo  putrefactive  changes  when  extra - 
vasated  in  the  tissues,  and  may  thus  excite  inflam- 
mation and  suppuration  amongst  them,  whilst  if  the 
products  of  the  putrefaction  are  absorbed  the  various 
constitutional  states  mentioned  above  will  supervene. 

Pathogenic  organisms  are  characterized  by 
their  power  of  multiplying  in  and  acting  upon  the 
living  tissues,  producing  morbid  chemical  joroducts, 
which,  when  absorbed,  cause  constitutional  symptoms 
varjang  with  the  organism  at  work. 

It  is  probable  that  some  at  least  of  the  pathogenic 
organisms  are  really  capable  of  acting  upon  healthy 
tissues,  but  it  is  quite  certain  that  many  of  them 
only  find  a  suitable  habitat  in  those  which  have 
been  injured,  whose  vital  powers  are  lowered  by  in- 
flanimation,  or  by  the  occurrence  of  decomposition  in 
their  neighbourhood.  In  other  cases,  a  condition  of 
general  ill-health  appears  to  predispose  the  body  to 
attack. 

The  mode  of  action  of  the  pathogenic  bacteria 
difters  according  to  the  variety  of  the  organism, 
borne  grow  into  and  accumulate  in  the  minute  blood- 
vessels, and,  by  mechanically  plugging  them,  cause 
necro.sis  of  minute  portions  of  tissue.  Others  cause 
local  acute  inflammations  and  destroy  the  neighbour- 
ing structures,  but  the  large  majority  probably°act  by 
producnig  certain  morbid  products,  which,  when 
absorbed,  act  as  poisons  to  the  various  tissues  with 
winch  they  are  brought  into  contact. 
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CHAPTER  lY. 
INFIiAianiATION. 

The  best  definition  of  inflammation  is  that  given  by 
Burdon- Sanderson,  who  describes  it  briefly  as  "the 
succession  of  changes  which  occurs  in  a  living  tissue 
when  it  is  injured,  pi'ovided  that  the  injury  is  not  of 
such  a  degi'ee  as  at  once  to  destroy  its  structm-e  and 
vitality." 

It  has  been  ascertained  bj'  experiments  on  various 
animals,  that  the  phenomena  of  inflammation  are 
practically  of  the  same  nature  wherever  inflamed 
structures  are  found.  It  is  therefore  unnecessary  to 
detail  the  various  experiments  alluded  to,  and  we 
may  pass  at  once  to  a  desciiption  of  the  process 
itself. 

CHAN-GES  IN  THE  BI.OOD-VESSEI.S  AND 
THE  CXRCITI.ATZOM'. 

It  is  in  the  blood-vessels  and  theii'  contained  blood 
that  the  earliest  of  the  changes  which  occur  in  in- 
flammation are  to  be  found.  The  first  eftect  of  any 
injury  is  a  dilatation  of  the  vessels — arteries,^ veins, 
and  capillaries— a  condition  which  is  fii-st  noticeable 
and  most  marked  in  the  arteries.  The  immediate 
result  of  this  alteration  in  the  calibre  of  the  vessels  is 
an  increased  supply  of  blood  to  the  tissues,  and  at  first 
an  increase  in  the  rapidity  of  the  blood-stream.  To 
this  increased  afllux  the  name  determination  of 
blood  has  been  applied. 
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After  a  variable  time,  the  rapidity  of  the  blood- 
stream diminishes,  the  retardation  sometimes  taking 
place  A^ery  suddenly,  and  being  first  seen  in  the  veins. 
As  an  immediate  result,  the  current  in  the  capillaries 
and  then  in  the  artei-ies  becomes  in  turn  slower, 
and  pulsation  is  plainly  visible  in  the  smallest 
arterioles. 

If  attention  is  -paid  to  the  behaviour  of  the  blood- 
cells  themselves,  it  will  be  seen  that,  during  the  stage 
of  determination  of  blood,"  the  red  blood-cells  in  the 
veins  are  swept  along  in  the  middle  of  the  stream,  in 
what  is  named  the  "  axial  current."  The  white  cells 
float  on  the  outer  side  of  the  mid-stream  near  the 
vessel- wall.  When  the  blood-current  becomes  slowed, 
the  white  cells  exhibit  a  marked  tendency  to  adhere  to 
the  walls  of  the  veins,  and  on  account  of  this  sticki- 
ness they  gradually  accumulate  immediately  inside 
the  vessel.  And  not  only  do  they  tend  to  adhere  to 
the  vein-wall,  but  they  also  adhere  to  one  another,  and 
thus  the  vessel  becomes  lined  by  layers  of  leucocytes, 
which  constantly  gather  fresh  companions  from  the 
pa,ssing  blood. 

In  this  way  the  lumen  of  the  vessel  is  narrowed, 
but  at  first  the  axial  current  sweeps  by  with 
unabated  velocity.  Gradually,  however,  this  velocity 
IS  diminished,  for  the  red  blood-cells  cohere  and 
form  rouleaux,  and  thus  pass  less  readily  through 
the  smallest  vessels.  Finally,  complete  stoppage,  'or 
stasis,  ensues,  and  the  smallest  veins  and  arterioles 
are  .seen  to  be  filled  with  blood  in  which  no  movement 
takes  place.  If  stasis  persists,  the  nutrition  of  the 
vessel-wall  is  cut  off,  and  it  dies,  with  the  result  that 
Its  contained  blood  coagulates. 


EXUDATION. 

In  any  inflamed  area  the  contents  of  the  blood- 
vessels exude  in  greater  quantities  than  in  the  natural 
state,    it  must  be  remembered  tliat,  in  the  ordinarv 
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processes  of  nutrition  of  a  health}'  tissue,  the  parts 
around  the  vessels  receive  their  supplies  of  new- 
material  from,  and  yield  up  their  waste  products  to, 
the  white  blood-cells  and  the  serum  which  are  con- 
stantly traversing  them  after  passing  out  of  the 
smaller  veins  and  capillaries.  But  in  an  inflamed 
area  there  is  not  only  an  increase  in  the  amount  of 
the  exudation ;  there  is  also  an  alteration  in  its  com- 
position. 

In  the  earlier  stages  of  inflammation,  and  in  all 
inflammations  of  slight  intensity,  there  is  merel}'  an 
increase  in  the  exudation  of  serum,  a  so-called  serous 
exudation,  in  consequence  of  which  the  tissues 
become  more  succulent  and  osdematous,  but  ai'e  other- 
wise unaltered.  The  fluid,  if  drawn  off",  is  found  to 
be  almost  pure  blood-serum,  containing  very  few 
leucocytes,  and  no  coagulable  material.  The  best 
example  of  a  simple  serous  exudation  is  afforded  by 
a  blister.  In  the  early  stage  of  all  inflammations,  the 
greater  part  of  the  exuded  serum  is  removed  from 
the  inflamed  area  by  the  lymphatics,  and  experiments 
have  shown  that  the  flow  in  the  lymphatic  channels  is 
thus  greatly  increased. 

As  the  inflammation  progresses  and  becomes  more 
intense,  so  the  character  of  the  exuded  fluid  becomes 
altered.  Instead  of  being  watery  or  serous,  it  is 
coagulable  and  turbid,  and  to  fluid  such  as  this  the 
name  of  plastic  exudation  is  applied.  It  differs 
from  the  serous  exudation  in  that  in  contains  tlie 
tibrin-forming  elements  of  the  blood  as  well  as 
numerous  leucocytes.  If  drawn  oft",  it  is  found  to 
form  a  firm  white  clot,  and  in  the  tissues  also  it 
coagulates.  Fluid  such  as  this  is  often  called 
*'  lymph,"  and  may  be  seen  to  perfection  in  cases 
of  plastic  iritis,  forming  yellowish-white  beads  or 
drops  in  the  anterior  chamber  and  on  the  surface  of 
the  iris.  On  account  of  its  coagulability  its  flow 
through  the  lymphatics  is  impeded,  and  after  a  time 
it  clots  in  and  occludes  the  lymphatic  channels.  As 
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an  immediate  result  the  tissues  which  these  channels 
should  di-ain  become  swollen  with  retained  fluid,  and, 
in  consequence  of  the  coagulation  of  the  exudation, 
they  become  "indurated"  and  "  brawny  "  in  a  manner 
which  is  typical  of  plastic  inflammation,  and  is  the 
common  accompaniment  of  many  deeply  seated  sup- 
purations. 

Diapedesis. — Even  in  the  earlier  stages  of  an 
acute  inflammation,  and  also  in  inflammations  of  but 
slight  intensity,  the  white  blood-corpuscles  escape  from 
the  smaller  veins.  The  more  advanced  the  inflam- 
mation, and  the  greater  its  intensitj^,  the  greater  are 
the  numbers  in  which  they  escape. 

If  a  small  vein  be  watched,  it  will  be  seen  that  soon 
after  the  slackening  of  the  blood-current,  and  the 
adhesion  of  the  white  blood-cells  to  the  vessel-wall,  the 
contour  of  the  vein  is  bulged  at  one  or  more  spots. 
These  localized  projections  gradually  increase,  and 
form  rounded  or  button-like  prominences  on  the  out- 
side of  the  vein.  Soon  they  become  further  seimrated 
from  the  vessel,  and  appear  to  be  attached  to  it  by  a 
stalk.  Finally  this  stalk  gives  way,  and  it  is  now 
seen  that  a  leucocyte  has  slowly  worked  its  way 
through  the  vein  and  is  free  in  the  surrounding 
tissue.  In  this  manner  varying  numbers  of  white 
blood-cells  escape  from  the  vessel,  together  with  some 
of  the  fluid  constituents  of  the  blood. 

The  diapedesis  of  leucocytes  is  always  first  noticed 
in  the  veins,  and  then  iii  the  capillaries  and  the  smallest 
arterioles.  In  very  acute  inflammations  the  red  blood- 
cells  as  well  as  the  white  escape  from  the  vessels,  and 
sometimes  in  such  numbers  that  the  tissue  may  appear 
to  be  infiltrated  with  blood. 

It  will  thus  be  seen  that  in  inflammation  any  or 
all  of  the  various  constituents  of  the  blood  may 
escape.  In  slight  inflammations,  and  in  the  earliest 
stages  of  the  acute  foi^ms,  only  the  serum  exudes, 
but,  as  the  inflammatory  process  pro^'resses,  the 
tibrm-forming  elements,  the  white  bloo'd-colls,  and 
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finally  the  red  blood-cells  pass  into  the  surrounding 
tissues. 

CHANGES  IN  THE  IM-FIiAniED  TISSUES. 

There  is  one  change  which  is  common  to  all  inflamed 
tissues,  and  that  is  softening.  If  a  piece  of  con- 
nective tissue  in  a  state  of  inflammation  be  examined 
under  the  microscope,  it  will  be  seen  that  the  fibres 
are  swollen,  and  their  outlines  are  blurred  and  indis- 
tinct. Separating  the  bundles  of  fibrous  tissue  and 
the  individual  fibres  are  numerous  leucocytes,  which 
are  here  and  there  collected  into  masses  and  render  all 
other  objects  indistinct.  It  is  probable  that  the  soften- 
ing of  the  tissues  is  due  in  part  to  absorption  by  them 
of  the  increased  fluid  exudation  in  which  they  are 
soaked,  and  also  to  the  destructive  or  digestive  action 
of  the  leucocytes,  for  in  all  acute  inflammations  the 
tissues  undergo  molecular  death.  Amidst  the  swollen 
and  blurred  structures,  numerous  capillaries  are  seen. 
Some  of  these  are  simply  old  channels  which  have 
become  dilated  and  more  distinct  than  natural ;  others 
are  of  new  formation.  All  such  newly  formed  channels 
originate  from  the  pre-existing  capillaries  of  the  part. 
Their  formation  is  described  as  follows  : — One  of  the 
cells  forming  the  boundary  wall  of  a  capillary  throws 
out  a  protoplasmic  jai'ocess.  This  joins  a  similar  pro- 
cess from  another  capillary,  and  the  two  vessels  are 
thus  united  by  a  band  of  protoplasm,  which,  although 
at  first  solid,  is  subsequently  hollowed  out  and  permits 
the  transit  of  blood. 

The  origin  of  the  cells  which  are  found  in  the 
inflamed  tissues  is  a  matter  about  which  there  has 
been  much  disj^ute,  but  may  now  be  considered  settled. 
They  originate  entirely  from  the  leucocytes,  ^\■hose 
diapedesis  has  already  been  described,  and  they  in- 
crease in  number  hj  the  escape  of  fresh  cells  from  the 
vessels  of  the  inflamed  area,  and  also  by  fission. 

Even  in  non-vascular  tissues,  such  as  the  cornea,  it 
has  now  been  shown  that  the  cells  found  in  its  sub- 
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•stance  when  it  is  inflamed  are  not  due  to  the  multipli- 
cation of  the  corneal  corpuscles,  but  to  an  infiltration  of 
leucocytes  from  the  suiTounding  parts.  Thus,  if  the 
centre  of  the  corneal  surface  be  injured  so  that  the 
anterior  lamina  is  destroyed,  the  damaged  part  will 
become  opaque,  and,  on  examination  after  excision,  the 
opacity  is  seen  to  be  due  to  the  presence  of  cells  in  the 
corneal  tissue.  These  cells  have  not  been  exuded  from 
any  vessels  in  the  inflamed  area,  for  none  such  exist, 
and  it  was  formerly  considered  that  they  resulted  from 
proliferation  of  the  corneal  corpuscles  themselves.  It 
is  now  known  that  such  is  not  the  case,  and  that  the 
cells  are  derived  from  the  conjunctiva,  for  if  the  injury, 
instead  of  being  a  mechanical  one,  be  caused  by  a 
chemical  agent,  such  as  chloride  of  zinc,  in  such  a  way 
that  the  anterior  corneal  lamina  is  not  destroyed, 
then,  although  the  corneal  tissue  is  injured,  no  opacity 
will  occur,  for  no  cells  can  get  into  the  damaged  part 
from  the  conjunctiva.  Further  proof  yet  is  supplied 
by  excising  a  cornea,  and  placing  the  dead  non- 
vascular tissue  in  the  peritoneal  cavity,  for  it  ^vill  then 
be  seen  that,  where  the  edges  have  been  cut,  marginal 
opacity  results  from  cell  infiltration.  This,  of  course, 
can  evidently  not  be  the  efltect  of  multiplication  of  the 
corneal  cells,  for  they  are  dead,  and  the  cell  proliferation 
must  consequently  be  due  to  immigration  of  leucocytes 
from  the  pei-itoneal  sac. 

EXPIiAWATIOir  OP  THE  CHATrCES  VrHXCK 
OCCUR  IN  1NTX.AIVI1VIAT10N-. 

The  dilatation  of  the  vessels  and  the  increased 
afflux  of  blood  which  mark. the  earliest  stage  of  the 
niflammatory  process  are  due  to  the  direct  efi"ect  of  the 
mjury  upon  the  vessels  themselves.  This  dUatation  is 
not  a  reflex  change  due  to  irritation  of  aflTerent  nerve- 
fibres,  for  it  can  be  caused  by  injury  after  the  section 
ot  all  nerves  connected  with  the  damaged  part.  It  is 
due  to  an  alteration  in  the  tone  of  the  muscular  walls, 
and  the  injury  acts  either  directly  upon  the  muscle 
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itself,^  or  else  upon  the  nerve  filaments  which  it 
contains. 

The  retardation  and  ultimate  stasis  of  the 
blood-stream  are  the  consequence  of  changes  in  the 
vessel-wall  whereby  the  relations  between  "the  blood 
and  the  vessel  become  altered.  As  a  result  there 
is  an  increased  resistance  to  the  passage  of  blood 
through  the  vessel,  a  tendency  to  adhesion  of  the  white 
blood-cells  to  the  vessel-wall,  and  transit  of  greater 
numbers  of  them  into  the  surrounding  parts. 

That  these  phenomena  are  due  to  changes  in  the 
vessel,  and  not  to  an  alteration  of  the  blood  in  the 
inflamed  area  is  thus  proved  : — If  the  ear  of  a  rabbit 
be  deprived  of  blood  for  twenty-four  hours,  and  the 
circulation  then  restored,  it  is  found  that,  in  conse- 
quence of  the  cutting  ofi'  of  the  blood-supply,  the 
walls  of  the  smaller  vessels  have  become  so  much 
altered  that  all  the  phenomena  of  inflammation  ensue, 
including  dilatation  of  the  arterioles  and  capillaries, 
followed  by  stasis  and  exudation.  On  the  other  hand, 
if,  when  stasis  has  commenced  in  an  inflamed  tissue, 
the  engorged  vessels  are  mechanically  emptied  of  their 
contents,  the  white  blood-cells  which  adhered  to  their 
walls  traverse  the  rest  of  the  circulation  in  a  natural 
manner,  and  the  rouleaux  of  red  blood-cells  break  up, 
whilst,  at  the  same  time,  if  fresh  blood  be  allowed  to 
enter  the  inflamed  area,  stasis  again  occurs. 

It  is  thus  evident  that  the  chief  phenomena  of 
inflammation  are  due  to  the  effect  of  the  original 
injury  upon  the  vessel-wall. 

In  all  acute  inflammations,  however,  there  is 
another  and,  from  a  surgical  point  of  view,  a  most 
imjiortant  factor  in  the  retardation  of  the  circulation 
in  an  inflamed  part.  This  is  the  tension  caused  by 
the  exudation.  The  more  fluid  that  escapes  from 
the  vessels,  and  the  greater  the  rapidity  with  which  it 
exudes,  the  greater  will  be  the  pressure  on  all  the  more 
yielding  structures  around.  Further,  the  more  resist- 
ing the  tissues,  and  the  less  capable  they  are  of  swelling 
so  as  to  make  room  for  the  exuded  material,  the  greater 
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will  be  the  tension.  As  a  consequence,  the  flow  or 
blood  in  the  vessels  may  be  seriously  retarded,  and  in 
some  cases  the  retardation  may  be  sufficiently  exten- 
sive to  cause  the  death  of  the  surrounding  parts. 
This  is  known  as  "sloughing"  or  "  necrosis." 

THE  CIiXIfXCAI.  SIGN'S  OF  XrrFIiA.IVIIVXATXOIiir 

are  swelling,  heat,  redness,  and  pain.  Their  occur- 
rence may  be  briefly  explained  by  reference  to  the 
pathological  changes  already  described. 

The  swelling  is  the  direct  result  of  the  increase  of 
fluid  in  the  j^art.  The  fulness  of  the  vessels  alone 
would  account  for  part  of  the  swelling,  but  most  of 
the  latter  is  due  to  the  exudation  of  serum  and  liquor 
sanguinis. 

The  heat  and  redness  are  alike  due  to  the  in- 
creased vascularity  of  the  inflamed  area,  and  to  the 
consequent  transit  of  a  larger  quantity  of  blood  than 
is  natural.  The  increase  of  heat  is  always  relative. 
The  inflamed  part  is  hotter  than  the  corresponding 
portion  of  the  body  on  the  opposite  side,  but  is  never 
hotter  than  the  blood  itself,  or  than  the  mouth  or  the 
rectum.  It  is  true  that  the  local  temperature  may 
be  raised  to  100°  or  101°,  or  higher,  but  when  such  is 
found  to  be  the  case,  it  will  be  found  also  that  the 
general  body-temperature  is  raised  to  a  point  at  least 
as  high. 

Pain  is  due  to  pressure  on,  and  stretching  of,  the 
peripheral  nerves.  It  is  always  in  direct  proportion 
to  the  tension  in  the  infliamed  structures.  Thus,  in  a 
part  which  can  easily  swell— e.r/.,  in  the  loose  cellular 
tissue  of  the  scrotum  or  of  the  eyelids — there  is  but 
little  pain ;  but  when  inflammatory  exudation  occurs 
beneath  tense  structures,  such  as  tendon-sheaths,  tight 
fascise,  periosteum,  tfec,  pain  is  always  very  intense^ 

TERIVIIN-ATIONS  OF  XN-FI.AlVXlVtATXOW. 

The  inflammator}'  process  may  at  any  stage  undergo 
resolution.    The  extent  to  which  it  will  progress 
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depends,  as  will  presently  be  shown,  upon  the  nature  of 
the  injury,  and  the  presence  of  decomposing  material 
or  of  persistent  irritation. 

If  resolution  occur  early,  the  hyper.iemia  may  pass 
away  even  before  stasis  is  reached ;  if  later,  the  stasis 
may  be  broken  up,  the  vessel  may  return  to  its  natural 
condition,  and  the  blood- stream  may  again  resume  its 
natural  flow.  If  serum  has  been  exuded  into  the 
tissue,  it  may  again  be  absorbed  by  the  lymphatics. 
If  fibrin  has  been  formed,  it  may  be  disintegrated  and 
removed  by  leucocytes. 

The  leucocytes  themselves  are  frequently  entirely 
removed  by  the  lymphatic  channels,  but  in  other 
cases  they  remain  in  the  tissue,  and  in  yet  others,  to 
be  alluded  to  immediately,  they  may  collect  in  suflicient 
quantities  to  form  pus. 

If  the  leucocytes  remain  in  the  tissue,  they  do  not 
remain  as  such.  They  either  develop  or  degenerate. 
In  the  former  case  they  become  elongated  or  spindle- 
shaped  ;  after  a  time  they  become  stDl  more  drawn 
out,  their  protoplasm  fibrillates,  and,  uniting  with 
other  cells,  fibrous  tissue  or  scar  tissue  is  formed. 
This  development  into  fibrous  tissue  only  occurs  when 
the  cells  receive  a  suflicient  blood-supply  for  their 
nutrition.  If  this  is  not  present,  the  cells  degenerate, 
the  fluid  in  which  they  lie  is  absorbed,  and  the  cells 
are  finally  converted  into  either  a  caseous  or  cal- 
careous mass. 

CATARRH. — CATARRKAI.  XM-FIiAI«nXATXON-. 

Catarrh  is  a  form  of  inflammation  afl'ecting  epitJie- 
lial  surfaces,  and,  although  more  common  in  mucous 
membranes,  occurs  in  the  skin  as  "  eczema."  All 
catarrhal  inflammations  are  characterized  by  the 
comparatively  slight  changes  which  take  place  in  the 
epithelial  cells,  whilst  the  deeper  tissues  are  involved 
in  the  destruction  which  is  seen  in  all  inflammatory 
processes.  Catari'h  may  be  excited  by  mechanical 
injuries,  by  exposure  to  cold  or  wet  or  to  irritating 
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matters,  as  well  as  by  certain  constitutional  conditions 
such  as  gout  and  scrofula. 

In  the  early  stage  of  catarrhal  inflammation  there 
is  redness  and  hyperasmia,  and  then  a  serous  exuda- 
tion into  the  sub-epithelial  cellular  tissue,  quickly 
followed  by  oozing  of  the  fluid  amongst  the  epithelial 
cells,  and  its  escape  on  to  the  surface. 

In  many  cases  no  further  change  ensues  in  the 
connective  tissue,  but,  in  some,  a  plastic  exudation, 
with  formation  of  fibrin,  results,  and  the  affected  part 
becomes  more  swollen  and  indurated,  whilst  in  others 
the  inflammation  proceeds  to  suppuration,  and  pus- 
cells  force  their  way  between  the  epithelial  elements, 
and  are  discharged  from  the  skin  or  mucous  membrane 
affected. 

In  the  meantime,  the  epithelial  cells  themselves, 
being  more  tough  and  resistant  than  the  softer  sub- 
epithehal  tissues,  appear  to  derive  actual  benefit  from 
the  unusual  vascularity  of  the  deeper  structures  and 
the  consequent  increased  supply  of  nourishment. 
They  multiply  with  unusual  rapidity,  and,  in  the 
case  of  mucous  membranes,  secrete  much  more  mucus 
than  in  their  natural  state;  their  secretion  is 
necessarily  mingled  with  the  serum  which  exudes 
from  the  vessels  below,  and  thus  forms  the  copious 
watery  and  sticky  discharge  characteristic  of  mucous 
catarrh.  In  this  discharge  are  found  a  certain 
number  of  leucocytes  and  epithelial  cells  in  varying 
numbers  and  of  different  shaj)es  and  sizes.  When 
suppuration  occurs,  and  the  discharge  becomes  muco- 
purulent or  purulent,  many  of  the  pus-cells  may  be 
seen  to  have  made  their  way  into  the  substance  of  the 
epithelial  cells,  and  appear  to  have  been  formed  by 
multiplication  of  the  cell-nuclei,  an  appearance  which 
IS  a  deceptive  one.  If  the  inflammatory  process  con- 
tinues, the  epithelial  cells  are  in  time  destroyed  and 
an  ulcerated  surface  is  exposed.  In  such  a  case  the 
inllammation  ceases  to  be  catarrhal. 

Post-mortem  examination  shows  but  little  altera- 
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tion  in  cases  of  acute  catarrh,  for  the  hypertemia  and 
swelling  quickly  subside  after  death.  In  cases  of 
chronic  catarrh,  however,  there  is  much  pigmentation, 
which  results  froni  the  exudation  of  red  blood-cells 
and  disintegration  of  their  colouring  matter.  This  is 
well  shown  in  cases  of  chronic  cystitis,  or  during  life 
in  the  legs  of  those  who  sufler  from  chronic  eczema. 
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CHAPTER  Y. 

SUPPURATION. 

Suppuration,  ov  the  formation  of  pus,  is  tlie  final 
result  of  all  acute  inflammations  in  which  resolution 
does  not  occur.  The  pus  may  be  contained  in  a  cavity 
formiiig  an  abscess,  it  may  be  clifFused,  or  may  be 
discharged  from  a  free  surface,  part  of  which  has 
already  been  destroyed,  and  which  is  said  to  be  in  a 
state  of  ulceration. 

.STIOIiOCV   or  SUPPURATIOW. 

It  has  already  been  said  that  any  injury  may  cause 
inflammation,  but  the  essential  characteristic  of  a 
simple  traumatic  inflammation  is  that  it  is  strictly 
localized  to  the  seat  of  injitry,  and  does  not  2^'>'ogress 
after  the  muse  is  removed.  A  transient  injury,  there- 
fore, however  severe,  will  not  cause  an  inflammation 
which  will  progress  to  the  formation  of  pus,  for,  before 
that  stage  has  been  reached,  resolution  wiU  have  taken 
place. 

There  are  two  chief  causes  for  the  progression  of 
mflammation  to  suppuration.  They  are^first,  the 
presence  of  organisms  ;  second,  persistent  irri- 
tation of  the  inflamed  part.  These  conclusions 
are  based  chiefly  upon  experiments,  to  some  of  which 
brief  reference  may  be  made. 

In  order  to  show  that,  even  after  the  most  severe 
injuvies,  suppuration  does  not  necessarily  ensue, 
i'rolessors  Hueter  and  Hallbauer  destroyed  portions 
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of  the  muscle  of  a  rabbit's  thigh  by  either  the  actual 
cautery  or  by  chloride  of  zinc.  They  found  that, 
when  antiseptic  precautions  were  employed,  scarcely 
any  vasculax'  distui-bance  took  place,  and  the  dead 
tissue  did  not  act  as  an  irritant. 

Other  experiments  by  Professor  Chauveau  took 
matters  a  good  deal  further.  This  experimenter 
showed  that  the  subcutaneous  twisting  of  the  sper- 
matic cord  in  animals,  which  is  practised  in  France 
instead  of  castration,  always  results  in  the  complete 
death  of  the  testis,  and  that  under  ordinary  circum- 
stances the  dead  organ  does  not  act  as  an  irritant 
towards  the  tissues  in  which  it  lies.  The  operation, 
which  is  known  by  the  name  of  histournage,  is  per- 
formed by  merely  seizing  and  twisting  the  testis  four 
or  five  times,  the  result  being  occlusion  of  the  sper- 
matic artery. 

But  although,  under  ordinary  circumstances,  no 
suppuration  ensued,  Chauveau  showed  that,  if  any 
septic  matter  was  in  the  testis  at  the  time  of 
operation,  pus  was  formed,  and  the  dead  organ  was 
cast  off".  This  was  demonstrated  as  follows  : — Some  of 
the  fluid  from  a  septic  abscess  containing  organisms 
was  injected  into  a  vein  before  the  operation  was 
performed.  The  organisms  being  thus  circulating 
through  the  testis  at  the  time  that  the  cord  was 
twisted,  some  of  them  necessarily  remained  in  the 
organ  after  the  operation,  and  in  all  cases  wliere  this 
injection  was  practised  it  was  found  that  the  tissues 
became  filled  with  pus  which  contained  numerous 
oro-anisms.  It  then  remained  to  prove  that  ^  the 
suppuration  was  due  to  the  presence  of  the  micro- 
organisms in  the  testis,  and  not  to  the  general  con- 
tamination of  the  blood— a  problem  which  was  solved 
by  performing  the  operation  of  bistournage  before 
injecting  the  septic  material,  by  which  means,  the 
spermatic  artery  ha^^ng  been  occluded  before  the 
oro'anisms  were  introduced,  none  of  them  could  sub- 
sequently enter  it.    In  such  experiments  no  suppura- 
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tiou  occurred,  and  it  was  therefore  concluded  that  the 
presence  of  micro-organisms  at  the  seat  of  injury 
alone  was  sufficient  cause  for  suppuration. 

But  not  only  does  suppuration  result  from  an  injury 
when  the  septic  material  is  directly  injected  into  the 
blood,  or  enters  at  a  Avounded  surface ;  it  may  also 
result  from  the  ingestion  of  putrid  liquid  by  the 
:  stomach  and  intestinal  tract.  Professor  Kocher  has 
shown  that,  in  dogs,  wounds  of  bone  which  are  in  a 
perfectly  healthy  condition  may  be  made  to  suppurate, 
and  difluse  osteitis  may  be  caused  by  feeding  the 
animal  on  putrid  material,  and  there  can  be  no  reason- 
able doubt  that  such  a  result  implies  that  micro- 
organisms introduced  through  the  intestinal  tract 
may  contaminate  a  wound,  and  that  thus  the  general 
condition  of  a  patient  may  exercise  much  influence 
on  the  healing  process. 

This  is  abundantly  illustrated  by  clinical  observa- 
tions ;  for  not  only  do  wounds  seldom  heal  well  when 
the  patient  is  sufFering  from  such  diseases  as  pya;mia 
erysipelas,  cfec,  but  in  many  patients  in  bad  health' 
injuries  such  as  slight  contusions  are  followed  by 
suppuration  even  in  cases  where  no  skin  wound 
exists. 

Although,  however,  as  is  shown  above,  it  is  proved 
that  organisms  have  much  to  do  with  the  causation  of 
suppuration  it  must  be  clearly  understood  that  most 
It  not  ail,  of  the  organisms  which  are  concerned  with 
the  formation  of  pus  are  powerless  in  the  presence  of 

Lto        1 1"'",'  if  injected 

into  the  blood  they  are  quickly  destroyed.  It  has 
already  been  mentioned  that  rest  is  essential  for  the 
growth  and  activity  of  most  of  the  bacteria,  and  t  e 

uuect  lesult  of  injury  there  is  escape  of  blood  from 

v^del^rcfas""''^'         ''^^  "  ^^-^1 
VKlerl ,  and,  as  a  consequence  of  the  succeeding  inflam- 
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mation,  there  is  an  exudation  of  more  fluid,  and  an 
impairment  of  the  vitality  of  the  structures  involved. 
Should  bacteria  therefore  come  into  contact  with 
injured  parts,  they  are  placed  under  much  more  favour- 
able conditions  for  growth  than  obtain  in  the  healthy 
body. 

It  is  to  the  same  tendency  of  organisms  to  live  in 
dead  tissue  that  the  suppuration  of  lacerated  wounds 
is  to  be  attributed,  for  in  all  of  these  there  are  to  be 
found  certain  minute  portions  of  tissue  whose  vitality 
has  been  destroyed,  and  it  is  in  these  that  putrefactive 
processes  commence. 

Thus,  it  must  be  added  that  the  nature  of  the 
injury  is  of  considerable  importance  in  deciding  the 
question  as  to  whether  suppuration  will  or  will  not 
ensue  upon  its  infliction. 

The  advent  of  organisms  to  a  previously  healthy 
wound  is,  indeed,  always  the  sign  for  an  immediate 
increase  of  the  inflammatory  process,  an  increase 
which  is  almost  certainly  the  result  of  the  action  of 
the  bacteria  on  the  dead  tissues  and  fluid  in  which  they 
grow,  and  the  consequent  formation  of  irritating  che- 
mical products.  The  increase  of  the  inflammation  is, 
in  fact,  designed  to  rid  the  wound  of  the  parasitic 
growth,  and  as  the  leucocytes  are  almost  certainly  the 
agents  by  which  the  bacteria  are  destroyed  when 
under  natural  conditions  they  obtain  access  to  the 
body,  it  is  clear  that  the  increased  flow  of  Wood,  the 
exudation  of  cells,  and  the  formation  of  interstitial 
granulation  tissue  are  really  reparative  and  not 
destructive.  But  in  this  struggle  with  the  invaders 
many  leucocytes  die,  and  it  is  the  dead  leucocytes  and 
the  fluid  in  which  they  lie  which  constitute  pus. 

There  is,  however,  another  cause  for  the  progression 
of  any  inflammation  to  suppuration,  namely,  irrita- 

The  inflammation  set  up  by  any  transient  injury  yviW 
subside  in  the  absence  of  septic  infection,  but  if  the 
cause  of  the  inflammation  be  allowed  to  remain,  it  the 
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injury  be,  so  to  say,  long  lasting,  if,  in  fact,  persistent 
irritation  be  present,  then  the  inflammation  will  not 
be  allowed  to  subside ;  it  will  progress,  more  and 
more  exudation  will  take  place,  and  pus  will  finally 
be  formed.     This  has  been  well  demonstrated  by 
Chauveau,  who  found  that  if,  after  practising  bis- 
tournage,  the   testis  and   surrounding   parts  were 
repeatedly  manipulated,  inflammatory   changes  re- 
sulted, and  suppui-ation  ensued,  though  the  pus  in 
such  cases  did   not   contain   any  micro-organisms. 
Similarly  in  man,  even  in  aseptic  wounds,  or  in  the 
case  of  damaged  tissues  wliich  have  never  been  exposed 
by  any  skin  lesion,  suppuration   may  ensue  upon 
constant  movement,  want  of  rest,  or  irritation  by 
some  foreign  body,  the  pus  in  such  cases  being  sweet 
and  not  containing  organisms.     Thus,  sup)puration 
may  occur  in  cases  of  simple  fractures  not  kept  at  rest, 
or  after  the  injection  of  irritating  liquids,  such  as 
iodine  or  strong  carbolic  acid,  notwithstanding  the 
aseptic  nature  of  such  fluids. 

From  the  foregoing  experiments,  therefore,  it  may 
be  considered  proved — 

First,  that  the  most  severe  injuries  do  not  of  them- 
selves cause  suppuration  in  healthy  tissues. 

Second,  that  if  the  part  injured  be  exposed  in  any 
way  to  septic  influences,  suppm^ation  will  ensue. 

Third,  that  if  the  part  injured  be  exposed  to  irrita- 
tion suppuration  will  ensue. 

FORItlATXON'  OP  PUS. 

In  describing  the  changes  that  occur  in  inflamma- 
tion. It  has  already  been  noted  that  the  white  blood- 
cells  accumulate  in  the  softened  tissues,  and  that 
munerous  new  blood-vessels  run  amongst  the  newly 
formed  cells.  Both  cells  and  vessels  are  bathed  in  the 
Sn  Tv'™'  ^"^'^^^^^^d  together  by  the  coagulated 
eallS"  Ji"'  ^'-^sculanzed  tissue,  rich  in  cells,  is  often 
time.  "^"^  formation,  and  some- 

times interstitial   granulation  tissue.     If  the 
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iaflammation  progresses,  the  cells  at  the  focus,  or  centre, 
of  the  inflammation  increase  in  number,  the  tissues  in 
which  they  lie  are  gradually  destroyed,  and,  finally,  a 
space  or  cavity  is  formed,  bounded  by  the  sur- 
rounding "  interstitial  granulation  tissue,"  and  con- 
taining leucocytes  floating  in  a  serous  flviid.  This 
fluid  with  its  contained  cells  constitutes  pus.  The 
cavity  containing  it  is  called  an  abscess  cavity,  and 
the  walls  of  the  abscess  cavity  are  formed  by  the 
"  granulation  tissue  "  already  mentioned.  An  abscess 
once  formed  increases  in  size  by  a  continuance  of  the 
process  by  which  it  was  originally  developed.  Around 
it  is  an  area  of  inflammation  extending  for  a  variable 
distance.  This  inflammation  spreads,  and,  as  the 
inflammatory  process  progresses  to  suppuration,  the 
abscess  grows  larger  by  a  gradual  liquefaction  of  the 
tissues  around  it.  In  all  cases  the  pus  tends  towai-ds 
the  direction  of  the  least  resistance,  and  thus,  a  free 
surface  being  reached,  the  pent-up  fluid  finally  escapes. 
An  abscess  which  forms  rapidly,  and  which  is  accom- 
panied by  all  the  signs  of  inflammation,  is  called 
an  **  acute  abscess,"  and  it  has  been  shown  by 
Professor  Ogston  that  all  such  abscesses  contain 
micrococci,  which  have,  in  cases  where  there  is  no 
wound,  presumably  reached  the  inflammatory  area 
through  the  medium  of  the  blood.  Such  organisms 
appear  to  be  harmless  when  in  contact  with  living 
and  healthy  tissues,  and,  as  already  mentioned,  it  is 
only  when  they  gain  access  to  a  portion  of  the  body 
whose  vitality  has  been  lowered  or  destroyed  by  injury 
that  they  are  able  to  exercise  their  undoubted  power 
of  exciting;  suppuration.  The  pus  of  an  acute  abscess 
is  hardly  ever  re-absorbed.  It  is  practically  dead 
tissue  in  a  state  of  decomposition,  and,  acting  a,-^  a 
foreign  body  to  the  parts  around,  prevents  the  ni- 
flammation  from  subsiding. 

DIFFUSE  SUPPURATION 

is  the  term  applied  to  an  inflammatory  pi  ocess  going 
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on  to  the  formation  of  pus  which  is  not  limited  by 
the  walls  of  any  definite  cavity.  In  such  a  case  the 
diffusion  may  be  the  result  of  a  very  widespread 
injm-y,  e.g.,  general  contusion  of  a  whole  limb  ;  but  in 
many  instances  it  is  due  to  septic  organisms  of  more 
than  usual  virulence,  and  gradually  passes  into  the 
specific  inflammations  known  by  the  names  of  "  cellu- 
litis" and  "  phlegmonous  erysipelas."  In  cases  of  dif- 
fuse suppuration  there  appears  to  be  but  little  tendency 
to  the  coagulation  of  the  fibrin,  which  is  the  chief 
agent  in  limiting  any  collection  of  pus,  and  there  is  an 
almost  complete  absence  of  the  formation  of  granula- 
tion tissue. 

SIiOUGHXIfG  AND  GASTGREN-E. 

In  all  inflammations  the  vitality  of  the  tissues  is 
lowered,  and  as  suppuration  progresses  they  die.  In 
most  cases  the  death  is  molecular,  and  the  portions 
of  dead  tissue  are  so  minute  that,  even  if  cast  off  in 
the  discharges,  they  are  not  noticeable.  More  gene- 
rally, however,  the  small  dead  particles  are  dissolved 

in  the  exudation — most  probably  by  the  leucocytes  

and  it  is  only  in  inflammations  of  great  intensity,  or 
where  the  inflammatory  products  are  under  great 
tension,  that  larger  portions  of  the  inflamed  struc- 
tures perish.  Such  dead  portions  are  called  "sloughs," 
and  when  still  larger  the  part  is  said  to  be  -'gan- 
grenous." The  dead  tissues  are  subsequently  sepa- 
rated from  the  living  by  a  process  of  ulceration. 

CHRONIC  ABSCESS. 

_  A  chronic  abscess  is  one  which  is  of  slow  growth, 
m  which  the  signs  of  inflammation  are  but  little 
marked.  Such  abscesses  result  eitlier  from  long-con- 
tmued  irritation,  or  from  an  injury  inflicted  upon 
unhealthy  structures.  The  process  by  which  the  pus 
IS  tormed  does  not  diff-er  from  that  which  occurs  in 
acute  suppuration,  but,  on  account  of  the  long  con- 
tinuance of  the  inflammation,  many  of  the  exuded 
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cells  remain  in  the  part  long  enough  to  undergo 
further  development,  and  thus  the  abscess-wall  is  liable 
to  become  greatly  thickened  by  newly  formed  fibrous 
tissue.  In  some  cases  this  thickening  is  so  con- 
siderable that  the  pus  becomes  enclosed  in  a  definite 
capsule,  to  which  the  name  of  "  pyogenic  membrane  " 
has  been  applied.  The  pus  of  a  chronic  abscess  in  a 
healthy  person  does  not  diifer  from  that  of  an  acute 
abscess,  except  in  that  it  contains  no  micrococci. 
The  latter  is  a  fact  to  be  remembered,  for  so  long  as 
all  septic  influences  are  kept  away  from  the  abscess- 
wall  so  long  will  the  formation  of  pus  remain  slow, 
and  so  long  will  signs  of  acute  inflammation  be  absent. 
If,  however,  such  an  abscess  be  opened  without 
proper  precautions,  and  septic  matter  be  introduced, 
putrefactive  processes  will  be  set  up,  an  acute  inflam- 
mation of  the  whole  abscess-wall  will  ensue,  and  pus 
will  be  formed  in  greatly  inci'eased  quantities.  Al- 
though, however,  neither  micrococci  nor  the  organisms 
which  cause  acute  suppui'ation  are  to  be  found  in  the 
pus  of  a  chronic  abscess,  yet  many  such  abscesses  do 
depend  for  their  origin  on  the  presence  of  a  bacillus, 
for  a  very  large  proportion  of  them  are  tubercular, 
and  associated  with  the  growth  of  the  tubercle 
bacillus. 

Chronic  abscesses  often  attain  great  size,  and  may 
remain  for  many  months  or  even  years  without 
undergoing  any  material  alteration  in  size.  In  some 
cases,  and  especially  when  the  exciting  cause  has 
been  removed,  the  fluid  portions  of  the  pus  may  be 
absorbed,  and  the  pus-cells  may  dry  up  and  liecome 
converted  into  a  caseous  mass,  part  of  which  may 
subsequently  become  calcified.  When  absorption  is 
in  progress,  the  contents  of  a  chronic  abscess  present 
varying  degrees  of  inspissation. 

Occasionally,  when  the  contents  of  an  abscess  have 
been  apparently  absorbed,  there  is  a  recurrence  of 
inflammation  after  an  interval  which  may  amount  to 
years,  and  pus  is  again  formed.    To  such  abscesses 
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occurring  in  the  site  of  past  suppuration  the  term 
"  residual"  has  been  apphed  by  Sir  James  Paget. 

I,YIVIPHATXC  ABSCESS. 

Lymphatic  or  cold  abscesses  are  sometimes  sepa- 
rated from  the  chronic  variety  on  account  of  the 
greater  rapidity  with  which  the  formation  of  pus 
in  them  takes  place.  They  may  indeed  form  very 
rapidly,  and  a  case  is  recorded  by  Brodie  in  which 
he  removed  three  quarts  of  pus  from  the  thigh  of  a 
gentleman  in  whom  it  had  collected  in  the  space  of 
three  weeks.  Such  an  abscess  could  scarcely  be  called 
"  chronic,"  yet  it  differs  from  an  acute  abscess  in  the 
complete,  or  almost  complete,  absence  of  pain,  redness, 
and  heat.  The  walls  of  such  abscesses  are  usually 
very  thin,  and  their  pus  is  often  ill-formed  and  watery. 
It  is  probable  that  many  lymphatic  abscesses  are  of 
tubercular  origin. 

HEAI.ZN-C  OF   AN-  ABSCESS. 

As  already  mentioned,  the  pus  of  any  acute  abscess 
is  dead  and  septic  material,  and^  as  such,  acts  as  a 
foi  ■eign  body  to  the  tissues  around  it,  and  keeps  up 
the  suppuration.  When,  however,  the  contents  of 
such  an  abscess  have  been  discharged,  and  nothing 
remains  to  cause  a  continuance  of  the  inflammatory 
process,  the  absces.s-cavity  is  rapidly  obliterated.  This 
obliteration  occurs  as  follows  : — The  granulating  sur- 
faces of  the  abscess-walls  are  brought  into  contact  by 
the  pressure  exercised  on  them  by  the  surrounding 
tissues,  which  have  until  now  been  mechanically  dis- 
tended by  the  collection  of  pus.  This  pressure  is 
naturally  greatest  in  the  deepest  parts  of  a  wound, 
and  thus  it  is  in  its  deepest  parts  that  the  walls  of  an 
abscess  are  naturally  first  approximated.  Such  an  ap- 
proximation soon  results  in  an  actual  growing  together 
of  the  opposing  layers  of  granulations,  and  a  gradual 
obliteration  of  the  abscess-sac  from  below  upwards. 
It,  however,  tlie  walls  of  tlie  abscess  are  very  thick,  or 
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the  surrounding  tissues  are  much  matted  together,  the 
collapse  of  the  abscess-sac  will  not  take  place,  and 
pus  will  continue  to  be  secreted  from  the  granulating 
surfaces.  But  it  does  not  follow  that  even  in  these 
circumstances  healing  will  not  occur,  for  the  abscess- 
cavity  may  be  in  great  part  filled  by  a  growth  of  fresh 
granulations  and  fibrous  tissue,  as  in  the  process  of 
healing  of  an  ulcer.  The  slowness  with  which  this 
process  occurs,  however,  is  well  illustrated  by  the  great 
length  of  time  reqviired  to  fill  up  the  cavity  of  an 
abscess  situated  in  an  absolutely  unyielding  struc- 
ture, such  as  bone,  for  here,  the  collapse  of  the 
sac  being  impossible,  its  walls  cannot  directly  grow 
togethei-. 

In  some  cases  an  abscess  does  not  altogether  close, 
but,  contracting  to  a  narrow  suppurating  track,  con- 
tinues to  discharge  jjus.  Such  a  track  is  called  a 
sinus.  Sinuses  are  often  long,  narrow,  and  tortuous. 
They  are  lined  b}'  ill-formed  granulations,  and  secrete 
thin,  watery  pus.  Their  walls  are  commonly  thick- 
ened by  fibrous  tissue,  and  a  bunch  of  granulations 
commonly  sprouts  from  the  orifice.  Anything  which 
keeps  up  irritation  will  cause  a  sinus.  Amongst  the 
commonest  causes  are  the  presence  of  foreign  bodies, 
such  as  dead  bone,  portions  of  clothing,  etc.  ;  the 
retention  of  pus  in  an  ill-drained  cavity;  constant 
movements  by  neighbouring  muscles;  and  the  pas- 
sage of  iriitating  matters,  such  as  faeces  or  urine. 

iri.CERATXON'. 

Ulceration  is  the  term  employed  to  indicate  an 
inflammation  of  a  free  sui-face  which  has  progressed 
to  supj)ui'ation.  The  process  by  which  an  ulcer  is 
formed  does  not  diftei-  in  nny  way  from  tliat  by  whicli 
an  abscess  is  developed.  In  each  case,  an  inflammation 
having  been  started,  exudation,  formation  of  new 
blood-vessels,  and  softening  of  the  surrounding  tissues 
occur,  and  in  eacli  granulation  tissue  is  developed  and 
pus  is  formed.    In  the  ca.se  of  the  abscess  this  pus 
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cannot  at  once  escape,  for  it  is  surrounded  by  granu- 
lation tissue  on  all  sides  ;  but  in  the  case  of  an  ulcer, 
the  inflammation  having  occurred  on  a  free  surface, 
the  23US '*%scapes  as  quickly  as  it  is  formed,  and  the 
granulation  tissue  is  found  only  in  the  "  base  "  of  the 
ulcer..  It  cannot  be  too  clearly  enforced  that  the  section 
of  the  base  of  an  ulcei-  and  that  of  an  abscess- wall 
posses.sjuprecisely  the  same  structure.  Each  is  com- 
posed ::pf  "granulation  tissue,"  and  by  each  pus-cells 
are  formed.  If  an  abscess-cavity  could  be  laid  out  on 
a  free  surface,  it  would  form  an  ulcer  ;  or  if  one  ulcer 
could  be  placed  over  another  so  that  the  pus  from 
each  was  shut  in,  a  cavity  lined  by  granulation  tissue 
and  structurally  identical  with  an  abscess  would  be 
formed.  Ulceration  is  commonly  said  to  mean 
"  molecular  death,"  and  this  is  true.  But  it  is  also 
true  that  suppuration  means  precisely  the  same, 
and  that  the  gradual  destruction  of  tissue  already 
described  in  dealing  with  the  formation  of  an  abscess 
differs  in  no  way  from  the  "  molecular  death "  of 
ulceration. 

An  ulcer,  like  an  abscess,  may  result  from  persistent 
n-ritation,  or  from  a  septic  condition  of  a  wounded 
surface.  In  the  case  of  a  traumatic  ulcer  of  the  skin, 
the  initial  injury  is  often  sUght,  perhaps  an  abrasion 
destroying  the  surface  epithehum  and  exposing  the 
papillary  layer.  Such  a  wounded  surface  would 
reacUly  heal  if  not  exposed  to  irritation  by  dirt  or 
mechanical  stimuli ;  but,  if  so  exposed,  the  inflam- 
mation started  by  the  injury  progi^esses  through  the 
stages  of  hyperc-emia,  .stasis,  exudation,  etc;.,  and  results 
m  the  formation  of  granulation  tissue  from  which 
pus-cells  are  thrown  ofl^.  If  the  irritation  be  kept  up, 
or  It  septic  conditions  exist,  the  ulcer  may  spread,  and 
the  deeper  sti'uctures  will  be  gradually  involved  and 
will  perish  m  the  process  of  suppuration.  After  a 
time  the  ulcer  ceases  to  extend,  and  either  remains 
stationary  or  progresses  towards  cicatrization.  Its 
stationary  condition  is  unnatural,  and  is  usually  the 
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result  of  a  continuation  of  the  irritation,  but  it  maj- 
be  due  to  various  local  conditions  to  which  allusion 
will  presently  be  made. 

In  describing  any  ulcer,  attention  must  be  paid  to — 

The  shape  and  extent ; 

The  floor  and  secretion ; 

The  edges ; 

The  svirrounding  parts. 

Follo\\dng  this  arrangement,  we  may  now  proceed 
to  describe  a  healthy,  healing  ulcer,  i.e.,  one 
from  which  all  irritating  causes  have  been  removed, 
and  whicli  is  in  process  of  cicatrization. 

The  shape  and  extent  vary  in  diftereut  cases. 

The  floor  is  on  the  same  level  throughout,  and  is 
formed  of  innumerable  "  granulations,"  which  give  it 
a  velvety  appearance. 

Examined  more  closely,  each  granulation  is  found 
to  consist  of  a  small  papilla  composed  entirely  of 
white  blood-cells  loosely  held  together  by  fibrin,  and 
having  in  its  centre  a  single  looped  blood-vessel.  All 
the  granulations  are  of  the  same  size,  and  are  bright- 
red  in  colour.  They  are  closely  packed,  and  the 
whole  base  of  the  ulcer  is  evenly  covered  by  them. 
Immediately  below  these  granulations  lie  the  tissues 
softened  by  the  inflammatorj^  process,  containing 
exudation-cells  and  fluid,  with  many  new  blood-vessels. 
The  more  deeply  we  pass  the  less  marked  are  the 
signs  of  inflammation,  and,  after  j^assing  through  tlie 
area  of  stasis  and  hyperjemia,  we  reach  the  healthy 
subjacent  structures.  In  the  deepest  jjarts  of  the 
inflammatory  area  we  find  some  newly  formed  fibrous 
tissue. 

The  secretion  of  a  healthy  ulcer  is  healthy  pus. 
This  is  a  thick,  opaque,  yellowish  fluid  of  a  creamy 
consistence,  with  a  specific  gravity  of  about  1030, 
and  an  alkaline  reaction.  If  allowed  to  stand,  it 
does  not  coagulate,  but  separates  into  two  layers, 
the  upper  being  clear  and  fluid,  the  lower  dense  and 
yellow.    The  clear  fluid  is  identical  in  chemical  com- 
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position  with  serum.  The  denser  layer  is  composed 
of  "  pus  corpuscles."  Examined  microscopically, 
these  are  found  to  be  round  cells,  generally  granular, 
with  a  diameter  of  about  ^^^o  They 
are  escaped  and  dead  leucocytes,  and,  being  dead,  have 
no  amoeboid  movement. 

The  edges  of  a  healthy  ulcer  are  not  raised,  or  in- 
durated, or  sharply  cut ;  they  slope  gently  on  to  the 
base,  and  where  the  edges  and  base  join  there  is  a  thin 
bluish-white  pellicle  marking  the  line  of  the  advanc- 
ing epithelium,  which  is  eventually  to  overgrow  the 
whole  ulcerated  surface. 

The  parts  immediately  around  a  healthy  ulcer  are 
red  and  inflamed,  but  this  inflammation  is  very  slight, 
and  limited  to  the  immediate  vicinity  of  the  ulcer. 
The  skin  in  the  neighbourhood  is  healthy,  and  is 
not  congested,  eczematous,  oedematous,  or  otherwise 
abnormal. 

FERFORATinrC  UXiCERS. 

These  are  ulcers  whose  formation  is  essentially  the 
result  of  some  disease  of  the  nerves,  and  which  are 
characterized  by  tlieir  tendency  to  extend  in  depth 
rather  than  in  area.  They  are  almost  always  found 
on  the  sole  of  the  foot,  and  especially  beneath  the  ball 
of  the  great  toe.  They  commence  with  a  corn-like 
thickening  of  the  epidermis,  which  may  precede  ulcer- 
ation for  several  months.  The  ulcer  has  a  great 
tendency  to  extend  into  the  subjacent  metatarso- 
phalangeal joint  and  to  cause  its  suppuration  ;  but, 
if  treated  by  rest,  cleanhness,  and  the  removal  of 
pressure,  the  ulceration  generally  ceases  to  extend.  Per- 
forating ulcers  commonly  complicate  tabes  dorsahs,  and 
may  occur  in  the  course  of  other  diseases  of  the  spinal 
cord,  or  in  cases  of  peripheral  neuritis.  They  are 
sometimes  associated  with  sweating  and  anesthesia  of 
the  neighbouring  skin.  If  the  part  be  treated  by 
amputation,  the  ulcer  is  prone  to  recur  on  tlie  stump. 
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HEAIiXIirC  OF  AN  UIiCER. 

It  has  already  been  said  that  so  long  as  an  ulcer  is 
irritated,  so  long  it  tends  to  extend,  but  when  all 
irritation  has  been  removed,  the  inflammatoiy  process 
becomes  more  limited,  and  repair  commences.  An 
ulcer  implies  loss  of  substance,  and  the  first  efFoits  of 
repair  are  directed  towards  filling  up  the  gap  made  by 
the  ulcerative  process.  Until  this  gap  has  been  filled 
up,  i.e.,  until  the  base  of  the  ulcer  has  been  raised  to  a 
level  with  its  edges  and  with  the  surrounding  parts, 
the  process  of  "  skinning  over  "  does  not  commence. 

The  gap-  is  filled  by  fibrous  tissue,  which  is  formed 
from  the  exuded  leucocytes.  In  the  deejser  jiarts 
of  the  granulations  many  of  the  cells  which  are  exuded 
remain  in  the  tissue,  and,  together  with  their  neigh- 
bours, develop  into  fibres  in  the  manner  akeady 
described.  Fresh  granulations  are  now  formed,  and 
new  loops  of  blood-vessels  shoot  up  towards  the  free 
surface,  and  thus,  by  a  constant  development  of  the 
cells  in  the  deeper  parts  the  ulcer,  and  an  equally 
constant  growth  of  fresh  granulations,  the  base  of  the 
ulcer  is  raised  to  the  level  of  the  surrounding  parts. 
When  this  is  accomj^lished,  the  epithelial  cells  at  the 
edges  grow  over  the  ulcerated  surface,  and  gradually 
cover  it  in.  At  first  the  epithelial  covering  is  very 
thin,  and  the  granulating  tissue  beneath,  shining 
through,  gives  it  a  bluish-white  appearance.  Later 
on,  when  the  epithelium  is  thicker,  and  the  subjacent 
structures  have  lost  their  vascularity,  the  "  scar  "  or 
"  cicatrix  "  is  of  a  pearly- white  colour. 

It  is  the  special  characteristic  of  all  newly  formed 
fibrous  tissue  that  it  tends  to  contract,  and,  as  a  con- 
sequence, the  scar  tends  to  diminish  in  size  for  long 
after  the  skinning-over  process  is  complete.  It  is 
probable  that  this  contraction  is  merely  the  result 
of  lessened  vascularity,  for  by  the  time  that  the 
epithelium  has  grown  over  the  ulcerated  surface,  the 
numerous  newly  formed  blood-vessels,  having  fulfilled 
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their  purpose  of  bringing  up  material  to  fill  the  gap, 
shrink  and  disappear.  The  young  fibrous  tissue  con- 
sequently becomes  more  dry,  and  shrinks,  and  thus 
produces  the  contraction  characteristic  of  all  scar 
tissue.  The  result  of  this  contraction  is  that  the 
neighbouring  pai'ts  tend  to  be  drawn  in  towards  the 
scar,  and  on  the  extent  to  which  they  can  be  drawn 
in,  even  more  than  on  the  size  of  the  original  ulcer, 
the  extent  of  the  resulting  cicatrix  will  depend. 
Thus,  in  extremely  lax  tissues,  such  as  the  scrotum 
and  eyelid,  large  portions  of  skin  can  be  removed  with 
scarcely  any  scar  resulting :  but  where  the  skin  is 
tense,  as,  e.g.,  over  the  front  of  the  tibia,  the  scar  of 
an  ulcer  is  always  relatively  lai-ge. 

When  the  whole  thickness  of  the  skin  has  been 
destroyed  it  is  not  reproduced,  and  the  epithelial 
covering  of  the  cicatrix  is  devoid  of  papillas,  hairs, 
sebaceous  and  sweat  glands. 

Occasionally  the  growth  of  scar  tissue  does  not  cease 
when  the  wound  has  closed,  but  more  fibrous  tissue  is 
produced,  and  a  keloid  growth  results.  Keloid  is, 
indeed,  a  tumour  composed  of  scar  tissue,  and  may 

Fig.  4. 


Keloid  Scar  ou  tbe  Male  Breast. 


originate  in  the  site  of  any  healed  wound,  however 
mmute.    It  is  most  frequently  seen  on  the  chest  and 
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shoulders,  and  is  relatively  common  in  the  scars  on 
the  necks  of  scrofulous  persons.  The  microscope 
shows  that  a  keloid  is  composed  of  spindle  cells  and 
fibrous  tissue,  closely  resembling  the  structure  of  a 
fibro-sarcoma.  In  most  cases,  after  continuing  to  in- 
crease for  an  indefinite  time,  the  growth  of  a  keloid 
scar  ceases,  and  in  many  instances  the  tumour 
already  formed  partially  or  entirely  atrophies.  Re- 
moval of  keloid  by  operation  is  generally  useless,  as 
the  scar  of  the  operation  wound  also  usually  becomes 
keloid. 
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CHAPTER  VI. 

KEAIiING  OF  WOUNDS. 

Although  wounds  are  generally  described  as  healing 
in  four  or  five  different  ways,  yet,  in  all,  the  process 
by  which  they  are  finally  closed  is  the  result  of  in- 
flammation. It  will  be  remembered  that  we  have 
already  defined  inflammation  (p.  20)  as  "  the  succes- 
sion of  changes  which  occurs  in  a  living  tissue  lohen  it 
is  injured,  (fee,"  and  thus  it  may  be  said  that  every 
injury  carries  with  it  its  own  cure,  for  in  all  alike  the 
heaUng  process  is  of  inflammatory  origin,  and  is  the 
du'ect  result  of  the  injury. 

It  is  ti'ue  that  even  within  very  recent  years  "  heal- 
ing by  immediate  union"  has  been  described,  but  this 
is  a  process  which  may  be  said  to  have  no  pathology, 
for  in  it  the  severed  tissues  are  supposed  to  simply 
join  without  the  intervention  of  any  uniting  material 
whatever.  Thus,  one  piece  of  muscle  would  become 
attached  to  another  piece,  one  end  of  a  cut  vessel  to 
the  other,  and  so  forth.  It  is  probable  that  this  never 
really  occurs,  and  that  in  all  cases  there  is  some  inter- 
vening plastic  material,  however  small  in  amount. 

Hi:AX.Xia-C  BY  FIRST  XN-TEN-TZON- 

is  healing  without  the  formation  of  pus,  and  is  best 
seen  in  cases  of  surgical  operations,  where  healthy 
soft  tissues  have  been  cleanly  divided  by  a  sharp 
knife,  e.cj.,  in  operations  for  hare-lip  or  in  flap  ampu- 
tations. 
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If  in  such  ^  a  case  all  liEBmorrliage  is  arrested,  and 
the  parts  are  brought  into  complete  apposition,  the 
following  changes  may  be  noticed  : — 

The  edges  of  the  wound  at  first  become  slightly 
red  and  swollen,  the  latter  condition  being  often  well 
demonstrated  by  the  "  burying  "  of  the  sutures  which 
have  been  originally  quite  loosely  tied,  but  which  sub- 
sequently become  tightened  by  the  swelHng  of  the 
soft  parts.  Following  this  there  is  some  increase  of 
heat  and  pain,  and  thus  it  will  be  seen  that  all  the 
signs  of  inflammation  are  present,  though  all  in  a 
very  slight  degree,  and  strictly  limited  to  the  im- 
mediate neighbourhood  of  the  wound.  In  the  first 
few  hours  there  is  often  a  little  oozing  of  serous  or 
plastic  fluid,  but  after  the  second  day,  or  earlier,  the 
pain,  redness,  heat,  and  swelling  subside,  and  a  thin 
red  line  is  the  only  indication  of  the  previous  injury. 
Next,  the  redness  of  this  line  fades,  and  finally  a 
narrow  white  streak  or  "  cicatiix  "  remains. 

A  closer  investigation  of  the  process  shows  that, 
in  the  absence  of  all  sutures,  the  cut  surfaces  are 
within  a  few  hours  held  together  by  some  glutinous 
substance,  and  that  with  care  they  may  be  separated 
without  the  necessary  causation  of  bleeding,  the  non- 
vascular uniting  medium  being  fibrin,  which  has  been 
exuded  from  the  vessels  in  the  immediate  neighbour- 
hood of  the  wound.  Twenty-four  hours  later  the 
uniting  material  has  become  vasculaiized,  and  any 
attempt  to  separate  the  cut  surfaces  will  excite 
hjemorrhage,  whilst,  later  still,  the  newly  formed 
blood-vessels  shrink  and  disappear,  and  the  scar 
becomes  absolutely  non-vascular. 

A  microscopical  examination  of  the  wound  allbrds 
an  ample  explanation  of  these  clinical  observations. 

The  immediate  eftect  of  the  injury  is  to  set  up 
those  changes  which  are  characteristic  of  the  iuHaiu- 
matory  process,  and.  consequently,  the  parts  in  the 
immediate  neighbourhood  of  the  wound  become  the 
seat,  first  of  hyperemia,  and  then  of  stasis,  exudation 
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of  liquol'  sanguinis  and  of  leucocytes,  foi'mation  of 
new  blood-vessels,  and  softening  of  the  inflamed 
tissues.  In  each  flap  there  is  a  development  of  the 
"  inflammatory  new  formation  "  or  "  interstitial  granu- 
lation tissue,"  already  described,  and  between  the  flaps, 
and  into  the  uniting  fibrin,  cells  are  exuded.  These 
changes  are  quickly  followed  by  the  formation  of 
loops  of  new  blood-vessels  and  of  granulation  tissue 
between  the  flajDS,  which  are  in  fact,  as  it  were, 
melted  into  one  another,  in  the  same  way  as  two  pieces 
of  sealing-wax  may  be  united  if  heated  and  held  in 
apposition,  the  inflammatory  process  softening  the 
tissues  in  the  same  way 
as  the  flame  softens  the 
seaKng-wax  (Billroth). 

Now,  it  has  already 
been  shown  that  in 
healthy  tissues  no  in- 
flammation will  231'ogress 
to  suppiu-ation  if  the  in- 
jured part  is  not  irritated 
either  by  mechanical 
means  or  by  the  presence 
of  septic  material ;  so 
that  in  the  wound  in 
question,  whilst  the  ini- 
tial injury  is  alone  capa- 
ble of  exciting  a  sufficient 
amount  of  inflammation 
to  promote  its  healing, 
if  no  irritant  be  sub- 
sequently applied  resolu- 
tion will  shortly  ensue, 
and  the  inflammatory 
process  will  subside.  If 
such  be  the  case,  the  exudation  of  cells 


Diagram  of  a  Healing  Wound. 
At  B  the  space  between  tlie  flaps 
is  filled  with  cells,  which  at  A  have 
become  developed  into  fibrous 
tissue,  and  at  c  are  accumulating 
m  such  numbers  as  to  separate 
the  flaps  and  form  pus. 


.  .  '  -    —  and  liquor 

sanguinis,  and  the  formation  of  new  vessels,  will  cmse 
tor  sulicient  mateiial  has  now  been  provided  for  the 
repair  of  the  injured  part.    Next,  those  cells  which 
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lie  between  the  flaps,  as  well  as  those  which  lie  in  the 
softened  tissues  of  the  flaps  themselves,  will  develop 
and  form  flbres,  and  finally  the  wounded  surfaces 
will  be  united  by  a  firm  scar  of  non-vascular  fibrous 

"fclSSUG 

Healing  by  scabbing.— HeaUng  by  scabbing  is 
healing  by  first  intention .  The  scab  is  formed  by  blood- 
clot,  which  is  often  held  more  firmly  than  it  otherwise 
would  be  by  being  matted  with  hair  and  sometimes 
with  other  foreign  bodies.  The  scab  plays  the  part  of 
a  natural  "  dressing,"  and,  by  preventing  mechanical 
irritation  and  infection  by  septic  matej'ial,  promotes 
healing  without  the  formation  of  pus.  In  some  cases 
the  scab  fails  to  prevent  suppuration,  and  when  it 
becomes  separated  a  drop  or  two  of  pus  is  found 
beneath  it,  covering  over  an  ulcerated  surface— heal- 
ing by  first  intention  has  faHed,  and  union  by  granu- 
lation is  in  progress. 

HEAIITTG  BY  SECOND  USTTEWTIOTT,  OR 
HEAI.II«rG  BY  GRATTULATIOXr. 

Healing  by  second  intention  is  healing  with  forma- 
tion of  pus.  If  a  wound  about  to  heal  by  granula- 
tion is  watched,  it  will  be  seen  that  the  same  changes 
occur  in  it  at  first  as  in  the  wound  healing  by^  fi^st 
intention,  but  that,  as  time  goes  on,  the  sign,  of  i  > 
flammation,  instead  of  decreasing,  l^^^o^^e  moie 
marked  The  redness  and  swelling  extend,  and 
tT  discharge,  which  originally  consists  of  serum  or 
of  lymph,  instead  of  soon  drying  - 
nuantitv  and  changes  its  character,  for  though  it  is 
ar  first  merely  stained  with  the  blood-colourmg 
mattei  deHved  from  disintegrating  clots,  it  afterwards 
betmes  t  Ser  and  whiter,  Anally  consis  s  of  pus- 
'"It  first,  the  edges  of  the  wound  are  united  by  fi  i^^^ 
but,  as   suppuration  F-^^^J  ^  thne  con^ 

collects  between  the  ^''^f  J^'^,,,  granulating 
pletely   separates    them,    and  expube.  » 

surfaces. 
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'^[,  [Med 

Microscopically  examined,  the  same^  clmiges  aie 
at  first  noticed  as  in   healing   by  firsV,,iri^^^fiMu\j{ 
Instead,  however,  of  the  inflammatory  process'^tDp- 
ping  short  at  the  production  of  just  a  sulficient  number 
of  cells  to  unite  the  wounded  surfaces,  it  progresses. 
More  and  more  cells  and  fluid  are  exuded,  the  uniting 
fibrin,  the  interstitial  granulation  tissue,  and  the 
softened  tissues  of  the  flaps  become  completely  lique- 
fied, and  finally  the  flaps  are  separated,  and  their 
"  granulating  "  surfaces  are  exposed.    It  will  thus  be 
seen  that  up  to  a  certain  point  the  processes  of  heahng 
by  first  and  by  second  intention  are  identical.  The 
cause  of  the  suppuration  in  the  second  case  is  to  be 
found  in  the  presence  of  either  a  mechanical  irritant 
or  of  septic  matter.    Some  foreign  body  may  be  in 
the  wound,  serum  or  blood  may  be  retained  under 
tension,  or  a  portion  of  dead  tissue  may  remain  and 
decompose,  and  so  the   inflammation  will  progress 
instead  of  undergoing  resolution. 

A  granulating  surface  being  thus  exposed,  it  in 
many  cases  proceeds  to  heal  in  exactly  the  same  way 
as  an  ulcer,  i.e.,  by  organization  of  the  cells  in  the 
deeper  parts  into  fibrous  tissue,  and  by  a  constant 
formation  of  fresh  granulations  until  the  surface  is 
reached. 

In   other  cases  healing  by  third  intention  takes 
place. 

HEAUN-G  BY  THIRD    IKrTEKTTlOM-,  OR  VNXOTSr 
OF  GRAM-UI.ATIOWS. 

This  method  of  healing  is  really  far  more  common 
than  IS  usually  supposed,  and  consists  in  the  approxi- 
mation and  union  of  the  opposed  granulating  surfaces 
all  irritating  matter  which  originally  caused  suppuia- 
tion  having  been  first  removed.  Such  a  mode  of  union 
tos  already  been  described  as  taking  place  between  the 
opposing  walls  of  an  abscess  after  evacuation  of  its 
contents,  and  constantly  occurs  in  the  deeper  parts  of 
ail  granulating  flap-wounds,  though,  on  account  of  the 
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fact  that  it  cannot  be  seen  in  actual  progress,  it  has 
scarcely  obtained  sufficient  prominence. 

Healing  of  lacerated  and  contused  wounds. 

— In  lacerated  and  contused  wounds,  not  only  is  the 
initial  injury  greater  than  in  clean  cuts,  but  small  por- 
tions of  the  damaged  tissues  are  visually  injured  beyond 
repair,  and  die.  These  dead  portions,  being  in  contact 
with  the  living  parts,  and  often  infiltrated  with  septic 
material,  act  as  foreign  bodies  to  the  tissues  amongst 
which  they  lie,  and  cause  suppuration.  On  account  of 
these  reasons  lacerated  wounds  cannot  be  expected 
to  unite  by  first  intention,  for  before  healing  can  occur 
the  dead  parts  or  sloughs  must  be  separated.  After 
this  has  taken  place,  the  wound  heals  by  second  or 
third  intention  in  the  manner  already  described. 

THE  EFFECTS  OF  DRAIN-AGE   OF  WOUTTDS. 

In  all  large  wounds  it  is  customary  to  provide  for 
the  free  escape  of  any  fluids  that  may  collect  in  the 
injured  parts.  This  provision  for  the  escape  of  fluid 
is  spoken  of  as  "  drainage." 

In  what  has  been  written  above  of  the  changes 
observed  during  the  union  of  wounds,  the  escape  of 
serous  and  plastic  fluid,  and  in  other  cases  of  pus, 
has  been  mentioned  as  of  usual  occurrence.  This 
fluid  is  derived  in  part  from  the  contraction  of  clots 
and  the  squeezing  out  of  serum,  but  in  much  greater 
part  from  the  exudation  which  is  the  necessary 
accompaniment  of  all  inflammation.  In  cases  where 
large  raw  surfaces  are  left,  as  after  amputations,  the 
amount  of  this  fluid  is  very  con.siderable,  and  if  no 
exit  were  allowed  it  would  collect  between  the  flaps, 
iind,  by  mechanically  separating  them,  and  causing 
tension,  would  effectually  prevent  union  by  the  first 
intention— a  trouble  which  is  obviated  by  the  use 
of  drainage-tubes  during  the  first  day  or  two  after 
operation.  But  not  only  does  retained  fluid  pre- 
vent healing  by  mechanically  separatnig  the  parts  ;  it 
also  provides  an  admirable  medium  for  the  develop- 
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ment  of  any  micro-orgaiiisms  that  may  gain  access 
to  it. 

It  has  been  shown  by  Wegner  that  fluid  containing 
micro-organisms  may  be  introduced  with  impunity 
into  the  peritoneal  cavity  of  an  animal  so  long  as  no 
more  fluid  is  used  than  can  be  readily  absorbed.  If, 
however,  more  fluid  is  injected  than  can  be  absorbed, 
it  causes  an  accumulation  in  the  peritoneal  cavity, 
and  peritonitis  supervenes.  The  explanation  of  this 
is  obvious.  The  unabsorbed  fluid  quickly  becomes 
charged  with  animal  matter  by  osmosis,  and  in  this 
the  micro-organisms  rapidly  develop,  and  cause  putre- 
factive changes.  When  only  a  little  fluid  is  used  it 
is  rapidly  absorbed,  and  the  micro-organisms  coming 
into  direct  contact  with  living  and  healthy  tissues  are 
immediately  destroyed. 

There  is  therefore  a  great  difference  between  ex- 
posing to  contamination  an  open  granulating  surface 
and  one  which  is  closed.  Thousands  of  people,  for  m- 
stance,  go  about  their  daily  work  with  large  idcers  on 
their  legs,  freely  exposed  to  dirt  of  all  kinds,  and  septic 
in  the  extreme,  yet  no  harm  comes,  for  any  organisms 
which  may  gain  access  to  the  ulcerated  surface  are 
either  destroyed  by  the  granulations  or  quickly  washed 
away  in  the  discharge,  and  get  no  opportunity  of  excit- 
ing putrefactive  changes.  On  the  other  hand,  if  but  a 
tew  bacteria  gain  access  to  the  retained  fluid  in  an 
amputation  wound,  they  will  rapidly  multiply  in  it 
will  cause  decomposition  of  the  fluid,  and  will  form' 
material  which,  if  absorbed,  will  cause  severe  constitu- 
tional symptoms. 
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CHAPTER  VII. 

TRAUMATIC,  SUPPURATIVE,  AND 
HECTIC  FEVER. 

Traumatic  fever  is  a  fever  due  to  an  injury.  Sup- 
purative fever  is  a  fever  occurring  in  connection  with 
the  formation  of  pus. 

TRAVIVXATIC  FEVER. 

If  any  severe  injury  is  inflicted  on  a  healthy  person, 
the  temj)erature,  after  a  transient  depression  dependent 
on  "  shock,"  often  rises  above  the  normal,  and  continues 
to  ascend  for  about  twenty-four  to  forty-eight  hours, 
usually  attaining  its  highest  point  on  the  evening  of 
the  second  day.  The  increased  rapidity  of  pulse  and 
respiration,  the  dryness  of  the  skin  and  of  the  mouth, 
the  furred  tongue,  constipated  bowels,  and  scanty, 
acid  urine,  which  are  the  usual  accompaniments  of 
fever,  are  all  present.  After  the  second  day  the 
temperature  descends,  and,  as  a  rule,  the  fever  has 
run  its  course  by  the  fourth  or  fifth  day.  It  never 
continues  more  than  a  week.  Travimatic  fever  such  as 
this  has  no  connection  with  any  sejjtic  condition  of  a 
wound.  It  is  the  direct  result  of  changes  set  up  by 
the  injury  itself,  and  provided  that  nothing  inter- 
venes to  alter  its  course,  will  reach  its  height  and 
then  subside  in  a  perfectly  definite  manner. 

The  causes  of  this  form  of  fever  have  been  variously 
explained.  The  first  and  oldest  theory  is  that  it  is 
due  to  the  increased  temperature  of  the  parts  which 
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have  become  inflamed  as  the  result  of  the  injury. 
This,  however,  is  not  true,  for,  as  has  ah^eady  been 
mentioned,  the  increased  temperature  of  the  inflamed 
part  is  only  relative,  and  never  exceeds  that  of  the 
blood.  It  is  therefore  not  possible  that  the  latter 
should  become  heated  by  its  transit  through  the 
inflamed  area. 

The  second  theory  is  that  the  fever  is  caused  by 
the  absorption  of  the  products  of  inflammation.  Any 
substance  which,  when  inoculated,  causes  a  rise  of 
temperature  is  said  to  be  "  pyi^ogenous,"  and  it  has 
been  shown  that  the  ferment  which  is  present  during 
the  formation  of  fibrin  belongs  to  this  class.  It  is 
therefore  probable  that  the  absorption  of  inflamma- 
tory products  independently  of  any  septic  contamina- 
tion may  cause  fever. 

The  third  theory  is  that  the  fever  is  of  nervous 
origin — that  the  irritation  of  the  peripheral  nerves  at 
the  seat  of  injury,  either  mechanically  or  by  implication 
in  the  inflammatory  process,  may  reflexly  cause  the 
production  of  a  greater  amount  of  heat  throughout 
the  body.  No  doubt  need  be  entertained  of  the 
possibility  of  such  a  mode  of  production  of  heat,  for 
it  finds  a  parallel  in  the  normal  physiological  pro- 
cesses by  which  the  temperature  of  the  body  is  main- 
tained at  a  uniform  level,  and  it  is  certain  that,  in  some 
cases  at  least,  traumatic  fever  is  of  neurotic  origin. 
Thus,  in  cases  of  simple  fracture  the  temperature 
frequently  rises  within  an  hour  or  two  of  the  receipt 
of  the  injury,  when  there  has  scarcely  been  time  for 
the  absorption  of  inflammatory  products.  And,  again, 
m  many  other  cases  a  splint,  tightly  applied,  or  inflict- 
mg  pain,  is  the  cause  of  an  attack  of  fever,  which  im- 
mediately subsides  after  the  removal  or  loosening  of 
bandages  and  strapping.  In  another  variety  of 
traumatic  fever,  to  which  the  name  of  "  urinary  "  or 
"  urethral  "  fever  has  been  applied,  the  fever  is  the 
direct  result  of  irritation  of,  or  injury  to,  the  urinary 
tracts,  and  especially  the  male  urethra.     In  some 
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patients  the  passage  of  a  catheter,  which  in  no  way 
injures  the  mucous  membrane,  is  immediately  followed 
by  a  rigor  and  faintness,  with  much  shock,  succeeded 
by  a  rise  of  temperature  of  several  degrees,  which  in 
its  turn  usually  quickly  passes  away,  the  attack  being 
evidently  throughout  of  a  neurotic  nature. 

It  is  thus  clear  that  traumatic  fever  runs  its  most 
typical  course  when  a  wound  is  heahng  by  fii-st 
intention,  that  it  is  independent  of  any  septic  changes, 
and  may  be,  and  often  is,  present  in  injuries  un- 
accompanied by  any  open  wound  at  all. 

If_  a  wound  does  not  heal  by  first  intention,  and 
pus  is  formed,  the  traumatic  fever,  instead  of  sub- 
siding, is  liable  to  continue,  and  to  pass  gradually  into 
suppurative  fever. 

SUPPVRATZVi:  FEVER. 

This  form  of  fever,  unlike  that  which  precedes  it, 
attains  no  definite  height  and  runs  no  definite  course, 
for,  unlike  the  former,  it  is  not  dependent  upon  a 
single  and  transient  cause,  but  is  liable  to  last  so  long 
as  the  suppuration  persists. 

Cause. — The  same  causes  that  produce  traumatic 
fever  may  also  influence  the  course  of  suppurative 
fever,  bvit  the  most  important  and  most  aotive  cause 
of  the  latter  is  undoubtedly  the  absorption  of 
"  pyrogenous,"  or  heat-producing,  material  from 
the  wound.  It  has  been  already  mentioned  more 
than  once  that  the  cause  of  suppuration  is  either 
mechanical  irritation  or  the  presence  of  septic  matter. 
Now,  the  pus  which  is  formed  as  the  result  of  mere 
mechanical  irritation  has  little  more  pyrogenous  pro- 
perties than  has  fibrin  ferment,  but  the  pus  which  is 
contaminated  by  septic  material  is  in  the  highest 
degree  p}TOgenous.  In  speaking  of  drainage  of 
wounds,  it  has  already  been  said  that  the  retained 
products  of  inflammation  form  a  most  favourable 
medium  for  the  development  of  micro-organisms,  and 
if  pus  which  is  at  first  perfectly  healthy  is  submitted 
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to  the  action  of  the  organisms  capable  of  promoting 
putrefaction,  it  will  soon  be  found  that  the  latter  have 
pi'oduced  in  the  previously  almost  innocuous  pus 
morbid  products  which,  if  injected,  will  cause  all  the 
symptoms  of  severe  suppurative  fever.  If,  however,  a 
free  exit  is  given  to  all  the  products  of  inflammation, 
first,  they  will  not  be  absorbed  at  all,  and,  secondly, 
they  will  not  remain  sufficiently  long  exjjosed  to  the 
action  of  micro-organisms  to  become  contaminated 
before  being  discharged  from  contact  with  the  tissues 
capable  of  absorbing  them. 

It  is  thus  evident  that  suppuration  may  occur,  and 
large  quantities  of  pus  may  be  formed,  and  yet  no 
"  suppurative  fever  "  may  be  present.  The  occurrence 
of  the  latter  is  due  to  the  retention  and  absorption 
of  altered  inflammatory  products  rather  than  to  their 
formation. 

Just  as  traumatic  fever  fades  into  suppurative  fever, 
-  so  the  latter  fades  into  hectic  fever. 

HECTIC  FEVER. 

The  special  characteristic  of  hectic  is  the  marked 
periodicity  of  the  rise  of  temperature,  which  always 
attains  its  gi^eatest  height  towards  evening,  and  then, 
after  perspiration  more  or  less  profuse,  gradually  sinks, 
sometimes  becoming  normal,  but  often  remaining  per- 
sistently a  little  higher  than  natural. 

This  form  of  fever  is  almost  invariably  the  result  of 
long-continued  suppuration,  but  whether  it  owns  the 
same  or  similar  causes  as  traumatic  and  suppurative 
tevers,  or  whether  it  has  an  altogether  different  origin 
caonot  certainly  be  stated.    Its  pathology  is  as  yet 
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CHAPTER  VIII. 

SEPTICJEAIIil.  AND  PVaiMIA. 

Septicemia  is  a  constitutional  condition  resulting 
from  absorption  of  septic  matter,  and  runs  its  course 
without  the  development  of  secondary  metastatic 
suppurations. 

It  has  already  been  mentioned  that  the  chief  cause 
of  suppurative  fever  is  the  absorption  of  the  products 
of  decomposition  from  a  septic  wound,  and  septicaemia 
is  to  be  regarded  as  simply  a  severe  form  of  svippura- 
tive  fever,  which  is  also  the  result  of  absorption  of 
septic  matter  from  an  inflammatory  area.  The  agents 
at  work  in  causing  decomposition  in  all  animal  sub- 
stances are  micro-organisms,  and  in  septicaemia  also 
the  poisonous  material  results  from  the  action  of 
these  organized  ferments.  It  has,  however,  been  shown 
by  experiments  on  animals  that  two  separate  con- 
ditions exist  which  have  previously  been  included 
under  the  one  name  of  septicjemia,  and  before  pro- 
ceeding further  it  is  necessary  to  elucidate  this  point. 

In  all  decomposing  animal  flviids  certain  alkaloids 
are  found,  to  which  the  general  name  of  "  ptomaines" 
has  been  applied,  and  one  of  these,  to  which  the 
name  of  sepsin  has  been  given,  was  supposed  by  its 
discoverer  to  be  the  sole  cause  of  septicaemia.  This 
supposition  is  no  longer  entertained,  for  there  is 
every  reason  to  believe  that  the  other  alkaloids  are 
quite  as  injurious.  If  fluid  taken  from  a  decomposing 
wound,  and  therefore  containing  ptomaines,  be  first 
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of  all  carefully  filtered  and  thereby  purified  from  the 
numerous  micro-organisms  which  it  contains,  and 
then  injected  into  an  animal,  it  is  evident  that  the 
latter  is  inoculated,  not  with  the  organisms  them- 
selves, but  with  the  chemical  products  of  their  action 
on  animal  matter.  To  the  poisoned  condition  which 
results  the  name  of  sapraemia,  or  septic  intoxica- 
tion, is  applied. 

The  chief  symptoms  of  this  are  slight  muscular 
twitchings  and  loss  of  power,  with  great  restlessness, 
vomiting,  and  diarrhoea.  The  temperature  rises,  the 
breathing  becomes  difiicult,  and  finally  death  ensues 
from  cardiac  weakness.  Such  is  the  course  of  events 
if  a  sufliciently  large  dose  has  been  given,  and,  when 
an  excessive  quantity  has  been  injected,  the  animal 
may  die  in  an  hour  or  two.  When  the  dose  is  but 
small,  recovery  follows  after  a  slight  febrile  attack. 
The  course  of  events  is  entirely  analogous  to  what  is 
seen  when  any  other  active  unorganized  poison,  such 
as  strychnia,  aconitia,  etc.,  is  administered.  If  the 
dose  is  large  enough,  the  patient  dies;  if  not,  the 
poison  is  excreted,  and  he  recovers.  In  the  case  of 
sapr^mia,  then,  the  process  is  not  infective  ;  the  poison 
is  as  incapable  as  is  strychnia  of  multiplying  in  the 
body,  and  consequently,  if  a  drop  or  two  of  the  blood 
of  the  animal  experimented  on  be  injected  into  another 
animal,  no  effects  are  produced,  for  the  quantity  of 
the  poison  used  is  but  infinitesimal. 

Septic  infection,  or  true  septicaemia,  differs 
from  saprajmia  in  the  essential  particular  that  it  is  a 
true  infective  process.  It  is  experimentally  produced 
by  injecting  putrid  fluid,  together  with  the  various 
micro-organisms  contained  therein.  The  bacterium 
termo,  the  most  active  of  the  common  micro-organisms 
m  producing  decomposition,  does  not  appear  to  be  the 
cause  of  septic  infection,  for  it  is  incapable  of  acting 
on  Imng  tissues,  and  in  their  presence  is  soon  itself 
destroyed.  It  is  therefore  probable  that  some  other 
and  more  active  organism,  capable  of  living  and 
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multiplying  in  the  blood—  a  pathogenic  organism— is 
the  cause  of  septicemia,  and  Koch  has  indeed  shown 
that,  in  the  case  of  mice,  such  an  agent  exists, 
namely,  a  very  slender  bacillus,  which,  if  introduced 
into  a  mouse  in  the  smallest  quantities,  multiphes  with 
extreme  rapidity,  aiid  quickly  causes  the  death  of  the 
animal.  If  the  point  of  a  knife  be  dipped  into  the 
blood  of  a  mouse  which  has  died  from  this  cause,  and 
a  shght  scratch  be  inflicted  on  another  mouse,  the 
latter  also  dies  with  similar  symptoms.  The  poison, 
then,  is  infective,  and  the  symptoms  do  not  depend, 
as  in  the  case  of  saprsemia,  on  the  amount  of  the  dose, 
for,^  however  minute  the  latter,  the  bacilh  are  capable 
of  indefinite  multiplication,  and  will  thus  in  time 
produce  a  suiiicient  amount  of  poison  to  cause  death. 
The  chief  symptoms  are  extreme  feebleness  and  lan- 
guor, with  gi-adual  slowing  of  respiration.  The  animal 
dies  quietly,  without  any  dyspnoea  or  struggling. 

Saprsemia,  as  it  occurs  in  man,  genei'ally  results 
fi'om  absorption  of  considerable  quantities  of  decom- 
posing matter  in  cases  where  pus  and  the  other 
products  of  inflammation  have  been  retained  under 
tension.  Thus,  it  may  be  caused  by  decomposition  and 
retention  in  the  uterus  of  the  fluid  discharge  which 
follows  parturition,  or  by  the  retention  of  pus  between 
the  flaps  of  a  septic  stump. 

Septicaemia,  on  the  other  hand,  may  be  produced  in 
man,  as  in  mice,  by  a  slight  prick  with  any  weapon 
which  has  been  dipped  in  septic  material,  and  is 
particularly  prone  to  follow  such  injuries  as  dissection 
and  post-mortem  wounds,  or  the  injuries  sustained  by 
butchers  and  others  who  have  to  deal  with  dead 
animals.  The  amount  of  poison  introduced  may  be 
infinitesimal,  but  it  can  increase  in  the  body  to  an 
almost  indefinite  extent. 

It  is  evident  that,  in  the  case  of  sapra^mia,  if  the 
dose  has  not  been  large  enough  to  kill,  the  patient 
may  readily  recover  if  the  cause  of  the  poisoning  is 
removed,  e.g.,  if  the  retained  pus  is  evacuated.  On 


SEPTICEMIA.  6 1 


the  other  hand,  in  true  septicajmia,  even  if  the  cause 
be  removed,  the  patient  is  likely  to  die,  as  the  micro- 
organisms, once  introduced,  continue  to  multiply.  A 
fatal  termination  is  not,  however,  inevitable,  and  in 
some  cases  at  least  the  bacteria  are  destroyed  by  the 
tissues,  and  the  patient  recovers. 

The  symptoms  of  septic  intoxication  in  man 
cannot  practically  be  separated  from  those  of  septic 
infection,  and  it  is  probable  that,  in  many  cases,  the 
two  diseases  co-exist.  They  would  never  have  been 
differentiated  except  by  experiments.  The  symptoms, 
and  the  course  they  run,  can  scarcely  be  considered  at 
length  in  the  present  work,  but  it  may  be  briefly  stated 
that,  after  an  initial  rigor  of  long  continuance  and 
unusual  severity,  which  is  not  repeated,  there  follows 
extreme  depression  of  all  the  vital  functions,  and  most 
noticeably  of  those  of  the  central  nervous  system. 
All  the  secretions  are  dried  up,  and  urine  may  be  com- 
pletely suppressed.  The  secretion  of  pus  shares  in 
the  general  disturbance,  and  any  wound  that  there 
may  be  becomes  dry,  and  is  sometimes  covered  with  a 
yellowish  rind.  Severe  frontal  headache  is  through- 
out a  most  prominent  symptom. 

_  The  circulation  is  greatly  interfered  with,  especially 
m  the  smaller  capillaries,  and  in  many  parts  of  the 
body  congestions  and  actual  stasis  result.  The  blood 
may  also  escape  from  the  vessels,  and  may  form  small 
ecchymoses  or  petechias.  These  may  be  seen  in  the 
skin,  but  are  much  more  common  on  mucous  and 
serous  surfaces.  If  a  drop  of  blood  be  drawn  off 
during  life,  microscopical  examination  shows  that 
some  of  the  red  blood-cells  are  already  undergoing  dis- 
integration, and  that  all  of  them  exhibit  a  great 
tendency  to  cohere  and  form  solid  masses.  The 
breaking  up  of  the  red  blood-cells  indicates  that  the 
poisonous  material  actually  possesses  the  power  of 
destroying  the  essential  elements  of  the  blood,  whilst 
the  cohesion  of  the  cells  also  explains,  in  part  at  least, 
the  tendency  to  stasis  and  congestion. 
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On  post-mortem  examination,  decomposition 
is  found  to  be  far  advanced,  and  rigor  mortis  frequently 
but  little  marked.  Incisions  into  the  muscles  of 
the  chest  and  limbs  show  that  the  latter  are  stained 
by  the  blood-colouring  matter  which  has  escaped 
fi-om  the  disintegrated  cells.  On  opening  the  chest, 
petechise  may  be  discovered  on  the  pleurte  and  peri- 
cardium. The  heart-substance  is  stained  as  are  the 
voluntary  muscles,  and,  like  them,  it  is  extremely  soft 
and  tears  easily.  The  blood  in  the  heart-cavities 
and  throughout  the  body  is  of  a  dark,  tarry  colour, 
and  is  either  fluid  or  only  imperfectly  coagulated; 
The  lungs  are  very  congested  and  lacerable.  The 
peritoneum  may  present  petechial  spots,  and  the  liver, 
spleen,  and  other  viscera  are  all  darkly  congested  and 
very  friable. 

Pysemia  is  a  constitutional  disease  due  to  absorp- 
tion of  a  septic  poison  from  injured  tissues,  and  is 
characterized  by  the  development  of  numerous  secon- 
dary metastatic  inflammations. 

In  pyfemia,  as  in  septicsemia,  it  is  probable  that  a 
definite  form  of  organism  produces  the  poisonous  or 
septic  matter,  the  absorption  of  which  into  the  system 
gives  rise  to  the  general  or  constitutional  symptoms 
of  the  disease.  In  both  pytemia  and  septica;mia 
alike  the  wound  which  is  the  seat  of  inoculation  is 
generally  of  recent  origin,  and  wounds  which  are  gra- 
nulating are  rarely  infected.  It  is  not  known  whether 
the  organisms  present  in  pyemia  are  the  same  as 
those  which  produce  the  poison  in  septicemia. 

The  earliest  symptom  of  pyaemia  is  a  rigor,  but, 
whereas  in  septicemia  the  ligor  is  never  repeated, 
pyfemia  is  characterized  by  frequent  ligors.  The 
length  of  time  that  pyemia  takes  to  run  its  course 
varies  greatly  in  diiferent  cases.  In  some,  the 
patient  dies  in  three  or  four  days ;  in  others,  not 
for  weeks  or  for  months.  Even  the  most  rapidly 
fatal  cases  survive  longer  than  do  those  of  septicaemia. 
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The  most  frequent  complications  are  broncho-pneu- 
monia and  pleurisy,  pericarditis  and  endocarditis, 
abscesses  scattered  throughout  the  body,  painful 
swellings  and  suppurations  of  joints,  peritonitis,  and 
thrombosis  of  the  veins  in  the  neighbourhood  of  the 
seat  of  inoculation. 

On  post-mortem  examination  the  muscles  may 
be  foimd  more  or  less  stained  as  in  cases  of  septicsemia. 
The  lesions  most  commonly  found  comprise  the  fol- 
lowing : — On  opening  the  thorax,  the  pleur£e  contain 
considerable  quantities  of  dark,  dirty-brown,  foul, 
blood-stained  fluid,  often  mixed  with  pus  and  shreds 
of  fibrin.  Similar  fluid  may  distend  the  pericardium, 
and  the  surface  of  the  latter  membrane  may  be  rough 
and  shaggy  with  recent  lymph. 

On  removing  and  washing  the  lungs,  small  raised 
patches,  varying  in  size  from  a  pea  to  a  walnut — and 
seldom  larger — may  be  seen  close  beneath  the  pleural 

Fig.  6. 


A  Small  Vessel  in  the  Lung  completely  plugged  with  Micrococci 
irom  a  case  of  pyaamia.    (Grouch,  ^  in.) 

surface.  The  smallest  of  these  are  dark  in  colour  the 
largest  opaque  white.  If  the  former  are  incised,  they 
are  found  to  consist  of  very  darkly  congested  patches 
ot  luug-tissue,  into  which  a  small  amount  of  blood 
has  been  extravasated.  If  one  a  little  bigger  is 
chosen  for  incision,  it  wUl  bs  seen  that  in  the 
centre  of  the  darkly  congested  area  there  is  a  drop 
or  two  of  pus,  whilst  all  the  swellings  larger 
than  a  hazel-nut  are  nothing  more  than  abscesses. 
On  making  sections  of  the  lung,  patches  of  broncho- 
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pneumonia  will  usually  be  found,  and  there  may  be 
pus  in  the  smaller  tubes.  ¥0  abscess^however,  are 
usually  found  deep  in  the  lung  itself ;  they  are  con- 
fined to  the  pleural  surface. 

A  microscopical  examination  shows  yet  moi'O,  for 
the  vessels  in  the  thrombosed  area  are  found  to  contain 
numerous  micrococci,  which  in  some  of  the  smaller 
capillaries  are  in  such  numbers  that  they  alone  are 
sufficient  to  arrest  the  passage  of  blood  (see  Fig  6). 

On  opening  the  heart,  endocardial  inflammation  or 
small  abscesses  in  the  heart-muscle  may  be  found.  The 
peritoneum  may  contain  fluid  similar  to  that  met  with 
in  the  pleurae  and  pericardium,  but  its  occurrence  is 
not  nearly  so  frequent  as  in  the  latter  situations.  The 
spleen  is  large,  soft,  and  friable ;  the  liver  is  in  a 
similar  state.  Either  viscus,  as  well  as  the  kidneys, 
may  contain  abscesses.  If  one  of  the  joints  which 
has  been  swollen  and  painful  is  laid  open,  it  is  found 
to  be  distended  with  thin,  oily  pus.  Frequently  the 
cartilages  and  synovial  membrane  look  quite  healthy 
and  shiny ;  in  other  and  rarer  cases  they  are  ulcerated, 
and  the  bone  is  exposed.  Abscesses  may  be  found  in 
different  parts  of  the  body,  being  specially  common  in 
the  parotid  regions.  Wherever  pus  occurs  it  contains 
micrococci. 

All  examination  of  the  wound  will  generally  reveal 
the  presence  of  retained  pus,  which  is  often  foul.  The 
veins  in  the  neighbourhood  are  sometimes  filled  with 
clot,  and  thrombosis  may  extend  for  a  considerable 
distance.  The  clot  is  always  ill-formed,  friable,  and 
disintegrating.  Frequently,  in  parts  which  are  the 
most  broken  down,  either  semi-purulent  fluid  or  true 
pus  may  be  found.  The  vein-wall  may  be  roughened 
or  ulcerated. 

EXPIiAM'ATXOir  OF  THE  SECOWDART 
ABSCESSES. 

Such  are,  briefly,  the  post-mortem  appeai-ances  of  a 
case  of  pyijemia.    Some  of  them — e.g.,  the  inflammation 
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of  the  synovial  surfaces — may  be  explained  by  the 
poisoned  condition  of  the  blood,  but  it  is  evident  that 
the  abscesses  in  the  different  viscera  require  furthei' 
explanation.    The  first  thing  to  notice  about  them  is 
their  locality.    They  are  far  more  frequently  met  with 
in  the  lungs  than  in  other  viscera,  and,  whenever  they 
occur,  are  situated  at  the  periphery  of  organs  and 
in  the  neighbourhood  of  the  smallest  capillaries.  This 
at  once  suggests  an  embolic  origin,  and  the  source  of 
embolism  is  readily  found  in  the  thrombosed  veins. 
If  an  embolus  derived  from  one  of  the  valves  of  the 
heart,  or  from  a  healthy  clot,  and  consisting  simply  of 
a  piece  of  fibrin,  be  lodged  in  the  terminal  branches  of 
any  visceral  artery,  it  will  cause  a  complete  stoppage 
of  the  blood-stream,  with  secondary  congestion,  but  in 
no  case  will  suppuration  ensue.     The  abscesses  of 
pyjEmia  cannot,  then,  be  accounted  for  by  the  lodgment 
of  simple  emboli.  No  ;  the  condition  of  the  clot  in  the 
veins  furnishes  the  necessary  clue.    The  wound  has 
been  the  seat  of  certain  septic  changes  due  to  the 
presence  of  micro-organisms,  and  septic  matter  has 
been  formed  in  it.     Similar  changes  have  occurred  in 
the  veins  and  their  contents,  and  it  must  be  remem- 
bered that  the  coagulated  blood  is  dead  tissue,  and 
therefore  incapable  of  offering  any  resistance  to  the 
growth  of  the  parasites,  which  indeed  it  supplies  with 
food.    The  clot  is  not  a  simple  thrombus  ;  it  is  a 
poisoned  one,  and  contains  micrococci,  and  because  it 
IS  so  poisoned  therefore  it  disintegrates.    The  abscesses 
now  are  easily  explained.    The  clot  in  the  vein  breaks 
up,  and  minute  portions  of  it,  being  washed  away,  are 
earned  by  the  venous  blood  to  the  right  side  of  the 
heart,  and  are  thence  propelled  into  the  pulmonary 
circulation.    In  the  smallest  capillaries  these  emboli 
lodge,  and  m  the  vessels  and  the  neighbouring  lung- 
tissue  the  micrococci  excite  exactly  the  same  septic 
changes  as  were  occurring  in  the  wound  from  which 
they  have  been  directly  derived.    The  emboli  are  not 
simple  ;  they  are  infective. 
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The  abscesses  in  the  other  viscera  are  siinilaily  ac- 
counted for.  Either  some  of  the  pai'ticles  of  clot  from 
the  original  seat  of  thrombosis  are  not  detained  in 
the  lung-capillaries,  and,  reaching  the  left  side  of  the 
heart,  enter  the  systemic  circulation,  or,  as  is  much 
more  probable,  fresh  emboli  are  derived  from  dis- 
integrating clots  formed  in  the  pulmonaiy  veins 
around  the  scattered  abscesses.  The  embolic  nature 
of  the  abscesses  in  question  is  further  exemplified  by 
noting  that,  in  cases  of  pyaemia  following  injuries  or 
operations  about  the  rectum,  the  abscesses  are  most 
frequent  in  the  liver,  and  not  in  the  lungs — a  fact 
wliich  is  readily  explained  when  it  is  remembered  that 
much  of  the  rectal  blood  enters  the  portal  and  not  the 
systemic  system  of  veins. 

It  will  thus  be  seen  that,  in  pyjemia,  there  is  not 
only  septic  fluid  absorbed  from  the  wound,  but  solid 
particles  of  poisoned  clot  are  scattered  by  means  _  of 
the  circulation,  and  it  is  these  solid  particles_  which 
give  rise  to  the  metastatic  suppurations  which  are 
typical  of  the  pya3mic  state.  But  the  abscesses  in  the 
lungs  and  heart  are  also  the  cause  of  the  suppurative 
pleurisy  and  pericarditis  already  described.  As  has  been 
mentioned,  these  abscesses  are  situated  just  beneath 
the  serous  coat,  and  as  they  increase  in  size  they 
commonly  rupture  into  the  serous  cavity.  The  septic 
pus  they  contain  being  thus  brought  into  contact  with 
the  pleura  or  pericardium,  suppurative  intiammation 
of  these  membranes  ensues. 

It  has  seemed  better  to  deal  mth  septicfemia  and 
pytemia  as  though  they  were  always  separate  and 
distinct  diseases,  but  it  would  be  erroneous  to  suppose 
that  such  is  the  case.  No  doubt  typical  instances  of 
the  one  diflfer  both  clinically  and  anatomically  from 
those  of  the  other,  but  frequently  no  hard-and-fast 
Una  can  be  drawn.  Thus,  in  typical  soptica3mia  there 
is  but  one  rigor,  and  death  ensues  very  rapidly ;  but 
in  other  cases  there  are  several  rigors,  and  the  patient 
may  live  a  week  or  ten  days,  yet  a  post-mortem 
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examination  shows  the  lesions  of  septicsemia  alone, 
and  none  of  the  multiple  abscesses  of  pyjemia.  Again, 
a  case  which,  at  first,  at  any  rate,  looks  like  one  of 
septicfemia  may,  after  death,  exhibit  numerous  dis- 
seminated suppurations.  It  is  on  account  of  such 
cases  as  these  that  many  authors  express  the  belief 
that  the  diseases  are  really  one  and  the  same,  anil 
that  the  disintegration  of  septic  thrombi  is  to  be 
considered  as  a  chance  occurrence  in  the  course  of  a 
case  which  would  otherwise  be  one  of  simple  sep- 
ticfemia. 

Other  writers  believe  that,  in  mixed  cases,  there 
are  two  separate  poisons  formed  in  the  wound,  and 
that  each  produces  its  own  effects.  The  question  is 
one  of  much  difficulty,  and  is  not  yet  finally  settled, 
but  it  does  not  seem  advisable  to  pursue  inquiry 
further  in  the  present  work. 

The  concUtions  of  wounds  and  of  patients  which  pre- 
dispose to  the  development  of  the  diseases  in  question 
are  identical.  Overcrowding,  insufficiency  of  fresh 
au-  and  good  food,  the  presence  of  large  numbers  of 
suppurating  wounds  in  the  same  room  or  building,  are 
the  most  important.  Wounds  of  veins  or  of  bones 
are  more  frequently  followed  by  both  pyaimia  and 
septicaemia  than  injuries  of  other  jjarts  of  the  body, 
whilst  the  retention  of  decomposing  pus  and  other 
mfiammatory  products  is  always  a  fertile  source  of 
such  affections. 
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CHAPTER  IX. 
ER  VSIFEX.AS. 

Erysipelas  is  essentially  a  spreading  inflammation. 
It  usually  attacks  the  skin,  but  may  also  occur 
on  mucous,  serous,  and  synovial  surfaces.  It  is 
probable  that  it  always  commences  in  a  wound,  for 
cases  of  so-called  idiopathic  erysipelas  affect  almost 
invariably  some  exposed  part  of  the  body,  such  as  the 
face,  where  small  abi-asions  ai-e  common.  The  disease 
is  the  result  of  a  local  infection,  but,  although  the 
chief  apparent  effect  of  the  inoculation  is  also  local, 
there  is  always  at  the  same  time  a  more  or  less  severe 
constitutional  disturbance.  It  will  be  convenient  to 
describe  erysipelas  as  occuiiing  on  cutaneous  surfaces, 
for  here  it  is  at  once  most  frequently  met  with,  and  is 
seen  in  its  most  typical  forms. 

Thi'ee  varieties  of  the  disease  are  described  : — 

Cutaneous  erysipelas. 

Cellulo-cutaneous  or  phlegmonous  erysi- 
pelas. 

Cellulitis. 

In  each  of  these  the  fii'st  symptom  is  a  rigoi',  witli 
lise  of  temperature,  followed  by  sweating.  Any 
existing  wound  assumes  an  mihealtliy  aspect,  healing 
processes  cease,  granulations  withei-,  and  secretion 
of  pus  diminishes.  Very  soon  the  edges  of  the  wound 
swell,  and  the  skin  becomes  bright  red.  The  swelling 
and  redness  extend  together,  so  that  tlie  limits  of  a 
cutaneous  erysipelas  while  it  is  spreading  are 


CUTANEOUS  EEYSIPELAS. 


69 


sharply  defined  by  a  raised,  well-marked  border.  The 
hypera?mia  is  followed  by  exudation  of  fluid,  which 
collects  beneath  the  epidermis  to  form  vesicles,  or  else, 
accumulating  in  larger  quantities,  results  in  the  pro- 
duction of  bullaj.  The  exudation  is  not  limited  to 
the  skin,  but  extends  also  to  the  subcutaneous  tissue, 
and  when  the  latter  is  loose,  as  in  the  eyelids  and 
scrotum,  the  effused  fluid  may  cause  much  swelling. 
Very  shortly  after  the  fii-st  symptoms  of  erysipelas, 
the  lymphatic  glands  in  the  neighbourhood  become 
mflamed  and  swollen,  and,  soon  afterwards,  the  lym- 
phatics between  them  and  the  wound  are  marked  out 
as  tender  and  red  hues.  As  the  erysipelas  spreads  at 
the  edges,  it  fades  in  the  centre,  and,  when  it  ceases 
to  spread,  the  raised,  defined  margin  is  lost,  and  the 
redness  fades  gradually  into  the  surrounding  tissues. 
It  IS  not  usual  for  cutaneous  erysipelas  to  terminate 
m  suppuration,  but  this  may  occur.  After  the  red- 
ness has  begun  to  fade,  the  epidermis  of  the  afiected 
area  quickly  desquamates.  The  symptoms  of  fever  are 
always  well  marked,  but  the  amount  of  constitutional 
disturbance  depends  greatly  on  the  condition  of  the 
patient  s  health. 

_  In  phlegmonous  erysipelas  the  inflammation 
IS  not  confined  to  the  true  skin,  but  extends  more 
deeply,  and  involves  the  subcutaneous  tissues  The 
redness  of  the  skin  is  not  so  bright  as  in  the 
cutaneous  form,  but  the  swelling  is  greater  The 
exudation  contains  much  more  of  the  fibrin-form- 

Zt!        \'  l^lo«^^'  and  as  a  consequence 

causes  gi^eat  induration   and    brawny    thickening  • 

mnr,      r^'^r     '''^'''''y'  ^^^-^  '^^^d  exudation 

SS";  1  f ^^'^P^^^ity  with  which 
exudation  takes  place,  the  inflamed  parts  soon  become 

InZtheT^'T^  'iTl  -e  compressed, 

nuLtbn  /™™  interference   with  theii- 

St  in  .  ^^'^'''t^^^  ^^'^^  of  phlegmonous  erysipelas 

SelrS?"'''''?"'  ""^''^  brawny 
tnickenmg  gives  place   to  a  softer  and  boggy  feel 
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which  indicates  the  liquefaction  of  both  inflamed 
tissues  and  inflammatory  products  ahke.  At  this 
stage  the  epidermis  frequently  peels,  and,  especially 
when  no  treatment  is  adopted,  large  areas  of  skiii  die, 
together  with  poi'tions  of  the  svibjacent  areolar  tissue. 
If  the  erysipelas  now  subsides,  the  dead  tissue  will  be 
cast  oS  as  a  slough,  and  an  ulcerating  surface  will  be 
exposed.  In  bad  cases  the  sloughing  process  involves 
tendons,  muscles,  and  vessels,  and  may  leave  a  limb 
which  is  permanently  damaged,  or  useless.  Constitu- 
tional symptoms  are  much  more  marked  in  phlegmo- 
nous than  in  cutaneous  erysipelas.  The  temperature 
frequently  rises  to  105°,  or  higher,  and  delirium  is 
common.  One  of  the  most  frequent  complications  is 
bronchitis  with  congestion  of  the  lungs,  or  broncho- 
pneumonia. 

Cellulitis  differs  but  Httle  from  phlegmonous 
erysipelas.  In  it,  however,  the  stress  of  the  inflam- 
mation falls  primarily  on  the  cellular  tissue,  and  only 
secondarily  on  the  skin.  As  a  result  of  this,  redness 
is  not  so  marked,  and  is  usually  preceded  by  swell- 
ing. Inflammation  of  the  lymphatic  vessels  and  glands 
is  common,  and  suppuration  and  sloughing  occur  as  in 
the  cellulo-cutaneous  form. 

If  a  patient  dies  of  any  of  the  varieties  of  ery- 
sipelas, a  post-mortem  examination  frequently  reveals 
but  httle.  The  most  common  morbid  condition  is 
great  congestion  and  oedema  of  the  lungs,  often  com- 
bined with  broncho- pneumonia  and  pus  in  the  smaller 
tubes.  Occasionally  pleuritic  effusion  is  found,  and, 
when  the  head  has  been  the  seat  of  the  inflammation, 
there  may  be  diffuse  meningitis.  The  abdominal 
viscera  may  be  congested,  and  the  blood  more  fluid 
than  natural. 

Causes  of  erysipelas.— It  is  probable  that 
extreme  plethora  predisposes  to  erysipelas,  and  there 
can  be  httle  doubt  that  some  individuals  are,  without 
apparent  cause,  specially  prone  to  be  attacked.  The 
disease  appears  to  be  induced  by  chronic  nephritis 
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rather  than  by  afiections  of  the  other  viscei-a,  and  in 
those  fatal  cases  which  I  have  examined  after  death  I 
have  almost  always  found  catarrhal  or  interstitial  in- 
flammation of  the  kidneys.  The  accumulation  of 
large  numbers  of  suppurating  wounds  in  a  building, 
and  exposure  to  bad  smells  or  to  draughts  of  cold  air, 
act  as  exciting  causes,  whilst  the  retention  of  inflam- 
matory products  in  a  wound  is  always  fraught  with 
danger  of  erysipelas. 

Recent  experiments  have  made  it  almost  certain 
that  micro-oi'ganisms  play  a  most  important  part  in 
the  causation  of  this  disease,  and  the  undoubted 
influence  of  such  causes  as  have  just  been  mentioned 
in  no  way  tends  to  disprove  the  influence  of  organisms, 
for  it  is  probable  that  the  latter  are  only  capable  of 
causing  trouble  when  under  circumstances  that  are 
favourable  for  their  growth  and  development. 

It  has  been  shown  that  in  erysipelas  the  lymphatics 
of  the  skin  are  filled  with  micrococci,  and  the  disease 
has  been  readily  transmitted  to  other  animals  by 
inoculation  either  of  fluid  containing  these  organisms, 
or  else  of  the  micrococci  themselves  after  many  culti- 
vations carried  on  in  different  media.  These  experi- 
ments have  been  made  on  man  as  well  as  on  animals, 
and  in  almost  every  case  typical  erysipelas  followed 
inoculation.  From  the  rapid  extension  of  the  micro- 
cocci along  the  lymphatics,  erysipelas  has  been  called 
"  infective  capillary  lymphangitis." 
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CHAPTER  X. 
TETANUS. 

Tetanus  is  a  disease  which  usually  follows  an  injuiy, 
and  is  characterized  by  tonic  and  clonic  spasms  of 
various  muscles. 

The  injuries  which  are  most  frequently  followed  by 
tetanus  are  lacerated  wounds  of  the  hands  and  feet, 
but  it  may  well  be  doubted  whether  this  frequency  is 
out  of  proportion  to  the  exposure,  and  consequent 
liability,  of  such  parts  to  sustain  hurts.  Tetanus 
rarely  occurs  within  the  first  twentj^-four  hours  after 
injury,  and  its  onset  may  be  postponed  for  several 
weeks.  The  wound  very  frequently  is,  or  has  been, 
in  a  sloughy  and  unhealthy  state,  but  occasionally  it  is 
already  healed  when  the  symptoms  appear. 

The  first  complaint  is  generally  that  the  neck  feels 
stilf,  as  if  from  exposure  to  cold,  and  the  movements 
of  the  jaws  are  soon  imjjaired.  After  a  time, 
swallowing  causes  spasm  of  the  muscles  of  degluti- 
tion, and  the  jaws  become  clenched.  Tonic  spasm  of 
other  muscles  ensues,  and  the  abdominal  walls  conse- 
quently become  hard  and  resistant.  In  many  cases  the 
muscles  of  the  back  are  in  a  condition  of  tonic  spasm, 
and  the  patient  is  bent  backward  into  a  position  of  opis- 
thotonos. In  addition  to  the  tonic  contractions,  the 
patient  is  liable  to  be  seized  with  sudden  and  violent 
clonic  spasms,  which  affect  the  whole  muscular  system, 
and  in  the  case  of  the  diaphragm  give  rise  to  severe 
"  girdle  "  pains.  Constipation  is  common,  and  retention 
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of  urine  may  occur.  The  mind  remains  clear  through- 
out. The  act  of  degkitition  becomes  impossible  after  a 
time,  and  any  attempt  to  swallow  excites  spasm.  Death 
may  result  from  exhaustion,  but  is  more  frequently 
due  to  spasmodic  closure  of  the  glottis  or  to  prolonged 
spasm  of  the  muscles  of  respiration.  The  temperature 
frequently  presents  no  material  change,  but  occasionally 
It  rises  as  high  as  107°  or  108°,  and  in  such  cases  not 
mfrequently  continues  to  ascend  after  death. 

Post-mortem  examination  rarely  reveals  any  ab- 
normal conditions.  The  viscera  are  usually  quite 
healthy,  but  some  of  the  muscles  may  be  found  to 
have  been  torn  by  the  violence  of  their  own  con- 
tractions. The  brain  and  spinal  cord  are  quite  normal 
to  the  naked  eye,  and,  although  inflammation  of 
nerves  in  the  neighbourhood  of  the  wound  has  been 
described,  it  is  certainly  so  rarely  seen  that  its 
occurrence  must  be  regarded  as  problematical,  and  its 
miportance  more  than  doubtful. 

Causes  of  tetanus — There  are  two  chief  theories 
as  to  the  pathology  of  tetanus.  One  is  that  it  results 
trom  some  abnormal  condition  of  the  peripheral  nerves 
at  the  seat  of  injury,  which  either  directly  extends  to 
the  spinal  cord,  or  else  reflexly  excites  general  spasm, 
ihe  other  theory  attributes  the  symptoms  to  the  forma- 
tion m  the  wound  of  some  toxic  material,  which,  being 
absorbed,  acts  directly  upon  the  nervous  system 
In  support  of  the  former  theory  it  is  stated- 
tetanus  ""^""^'^^  ^""^       ^^"""'^  ''^■"^^ 

occlsfoVf ^'""^^  «r  branches  is 

occasionaJiy  seen. 

iniuw Vffn'"''  f  1°"''^"'  ^"'^^'^^g  f™'^  the  seat  of 
mjmy  has  promoted  cure  in  some  instances. 

covetdorr'       *^^^«Pi"^l  «ord  have  been  dis- 
covered on  microscopical  examination. 

wounZol  i  urged-first,  that  in 

anro  stretch  ■r   ;;^'"'' '^"^^      operations' of  suture 
stretching  of  the  same,  tetanus  is  almost  never 
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seen,  whilst  the  ai-gument  that  the  disease  is  due  to 
division  of  small  filaments  is  absurd,  for  some 
filaments  are  necessarily  divided  in  every  wound,  and 
therefore  the  demonstration  of  a  wounded  twig  in  a 
case  of  tetanus  can  have  no  importance. 

Second,  in  the  vast  majority  of  cases,  inflammation 
of  nerve-trunks  is  certainly  not  present,  and  not 
more  than  half  a  dozen  instances  have  been  credibly 
described  at  any  time.  On  the  other  hand,  the 
symptoms  of  neuritis  are  never  present  in  cases  of 
tetanus,  and  no  case  of  genuine  neuritis  has  ever  been 
known  to  give  rise  to  this  disease. 

Third,  in  only  ten  cases  has  recovery  followed  the 
operation  of  nerve  section.  In  most  of  these  the 
patients  were  treated  vigorously  with  many  and 
various  drugs  of  known  efiect  in  tetanus,  and  usually 
the  spasms  did  not  pass  away  till  several  days  after 
the  operation. 

Fourth,  the  lesions  described  in  the  spinal  cord 
are  equally  compatible  with  the  theory  of  a  toxic 
agent  acting  on  the  spinal  medulla,  and  the  lesions 
themselves  are  such  as  to  make  it  doubtful  whether 
they  were  not  the  result  rather  of  post-mortem  than 
of  pathological  change.  These  lesions,  which  include 
destruction  of  ganghon-cells  and  the  formation  of 
distinct  cavities  in  the  nervous  tissue,  could  not  have 
occurred  without  inducing  a  paralysis  which  would 
have  been  more  or  less  permanent  had  the  patient 
recovered.  It  is,  however,  a  clinical  fact  that  paralysis 
never  follows  tetanus,  and  the  importance  of  the 
lesions  alluded  to  appears  more  than  doubtful.  Ir. 
by  far  the  larger  number  of  cases,  moreover,  the  eord 
is  perfectly  healthy— a  fact  which  I  have  had  frequent 
opportunities  of  observing. 

Theoretically,  also,  the  idea  of  peripheral  n-ritation 
causing  the  spasms  is  most  chflicult  to  accept.  For, 
even  supposing  that  a  cause  of  peripheral  irritation 
were  demonstrated,  the  movements  which  would 
reflexly  result  would  be  first  noticed  in  the  m.iured 
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limb,  whereas  it  is  the  muscles  of  the  neck  and  jaws 
which  are  the  fii-st  implicated. 

Again,  if  the  cause  were  a  peripheral  one,  the  division 
of  the  nerves  would  provide  a  certain  cui-e,  whereas 
not  only  is  this  not  the  case,  but  even  amputation 
usually  gives  no  better  result.  It  is  idle  to  say  that, 
the  spasms  having  been  once  started,  the  removal  of 
the  exciting  cause  fails  to  effect  a  cure  because  the 
removal  comes  too  late.  Such  a  theory  has  no  sound 
physiological  basis. 

The  following  are  the  chief  arguments  in  favour  of 
the  toxic  oi'igin  of  tetanus  : — 

First,  the  occasional,  but  undoubted,  idiopathic 
origin  of  some  cases  shows  that  local  injuries  are  not 
essential  for  its  production. 

Second,  the  exti'eme  prevalence  of  tetanus  in 
certain  localities  would  lead  to  the  conclusion  that  it 
is  independent  of  the  injury  of  any  special  tissue,  and 
would  place  it  partly  on  a  level  with  other  endemic 
diseases,  which  are  certainly  constitutional,  such  as 
malarial  fevers,  &c. 

Third,  the  fact  that  coloured  races  are  more 
susceptible  to  the  disease  than  are  Europeans  renders 
it  probable  that  the  former  afford  a  better  soil  for  the 
germination  or  action  of  the  toxic  agent. 

Fourth,  the  occasional  occurrence  of  epidemics  of 
tetanus  in  certain  hospitals  or  localities  establishes  a 
sunilarity  between  it  and  the  various  fevers  which 
follow  wounds. 

Fifth,  there  is  a  great  similarity  between  tetanus  on 
the  one  hand,  and  hydrophobia  and  strychnia  poison- 
ing on  the  other. 

Sixth,  although  inoculation  of  the  blood  of  in- 
fected animals  has  failed  to  produce  the  disease,  it  is 
now  claimed  that  it  has  been  produced  by  inoculating 
material  from  the  wound  of  a  patient  suffering  from 
tetanus,  and  that  a  bacillus  has  been  discoverecf  which 
nas  been  proved  by  inoculation  to  be  capable  of 
producing  the  disease. 
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CHAPTER  XI. 

The  term  gangrene  is  equivalent  to  death,  but  is 
generally  applied  to  death  of  large  portions  of  the 
body,  and  not  to  that  of  small  pieces  of  skin  or  ceUular 
tissue.  The  death  of  these  is  spoken  of  as  taking  place 
by  the  process  of  "  sloughing,"  and  the  dead  portions 
of  tissue  are  called  "  sloughs."  In  ulcers,  as  already 
described,  death  is  "  molecular,"  and  the  dead  particles 
are  too  small  to  he  recognizable  by  the  naked  eye. 
Gangrene  is  usually  due  to  interference  with  the 
circulation.  If  the  supply  of  arterial  blood  be  alone 
arrested,  the  tissues  will  not  only  die,  but,  being  de- 
prived of  all  fluid,  will  rapidly  shrivel  and  dry  up.  In 
consequence  of  this,  gangrene  resulting  from  arterial 
obstruction  is  usually  classified  under  the  head  of 
dry  gangrene. 

If  the  venous  or  capillary  circulation  is  also  interfered 
with,  the  dead  parts  will  retain  fluid  in  varying  amount, 
and,  remaining  moist  and  succulent,  are  said  to  be  in 
a  condition  of  moist  gangrene. 

In  other  cases  the  death  of  the  pai'ts  is  the  result  of 
the  action  of  some  jjoisonous,  and  usually  septic, 
matter  introduced  from  mthout,  and  hence  gangrene 
from  this  cause  is  classified  under  the  head  of  septic 
gangrene. 

In  addition  to  these  causes  gangrene  may  result  from 
the  action  of  some  chemical  agent  such  as  strong  nitric 
or  suljihuric  .ncid  or  caustic  alkali. 
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Dry  gangrene  is  caused,  as  we  have  already  said  by 
stoppage  of  the  supply  of  arterial  blood ;  it  may  be 
induced  in  various  ways.  In  perfectly  healthy  people 
with  healthy  vessels  it  may  be  caused  by  any  iniurv 
to  the  mam  arterial  trunks,  e.g.,  subcutaneous 
laceration  pressure  by  a  fragment  of  a  fractured  bone 
the  application  of  a  ligature,  &c.,  as  well  as  by  the  lodg- 
ment of  an  embolus  in  some  vessel  too  small  to  admit 
ot  Its  transit.  In  a  very  large  number  of  patients  who 
meet  with  such  accidents  the  collateral  circulation  is 
quite  sufficient  to  supply  the  peripheral  parts  with 
blood,  but  in  others,  and  especially  when  the  vessek 

f  "m  t?r  hf  W  b^/--da?y  emboli  detached 
trom  the  thrombus  found  at  the  oric^inal  seit  nf 
embo  ism,  this  is  not  so,  and  gangreneC  lts'  The 
causation  of  gangrene  is  further  favoured  by  the  fact 
that  the  embolus  commonly  lodges  at  a  bifurcation 
and  so  occludes  two  vessels,  as  well  as  by  the  disea  ed 
state  of  the  heart  often  present  as  the  cause  of  the 

pulsation  ceases  in%rveli:  br^Ve'S^Jf 

dry  and  ho™"^'  K„°X  i?^       "P'''''""'^  b«™es 
Pletely  mummified  a„,li'  ^.S^nerenous  part  is  oom- 
1      mmitied,  and  in  this  state  may  easily  be  pre- 
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served  for  many  years  after  removal  from  the  body. 
Such  complete  mummification  is  rare,  and  usually 
certain  parts  of  the  dead  limb  are  succulent  and  de- 
composing. 

The  dryness  and  blackness  of  the  gangrenous  part  ai"e 
most  marked  at  the  periphery,  and  where  the  dead  skin 
joins  the  living  the  former  is  of  a  dull-red  colour,  and 
comparatively  moist.  If  the  gangrenous  part  be  left 
in  contact  with  the  living  tissues,  the  latter  soon  show 
evidence  of  inflammation.  A  bright  red  line  appears 
at  the  junction  of  the  living  with  the  dead  ;  exudation 
of  inflammatory  products  proceeds  with  rapidity,  pus 
is  formed,  and  ulceration  commences.  In  this  way 
the  dead  parts  are  separated  from  the  living  by  what 
is  commonly  called  the  "  line  of  demarcation." 
This  Hue,  as  will  be  seen,  is  the  result  of  a  process  of 
ulceration  by  which  those  living  tissues  which  are  in 
contact  with  the  dead  parts  are  destroyed,  and  so 
separated  from  the  latter.  The  ulcerative  process, 
once  it  has  begun,  progresses  so  long  as  the  dead  part 
lies  in  contact  with,  and  so  produces  irritation  of,  the 
living.  In  this  way  a  gangrenous  portion  of  a  Hmb 
may  be  completely  separated  and  cast  ofl^,  though 
such  a  result  will  necessarily  occujDy  much  time  if 
there  is  any  bone  involved.  After  sejaaration  has  been 
completed,  the  granulating  surface  which  is  left  ^\dll 
heal  like  any  other  ulcer. 

Senile  gangrene  is  a  variety  of  dry  gangrene 
dependent  upon  disease  of  the  peripheral  arteries.  In 
old  people  the  vessels  are  frequently  the  seat  of 
atheroma,  or  of  primary  calcareous  degeneration.  As 
a  result  of  either  of  these  morbid  conditions,  the  arterial 
walls  become  very  tough,  rigid,  and  inelastic,  and  in 
proportion  as  they  become  so  altered  they  are  incapa- 
citated for  the  proper  performance  of  their  functions 
as  carriers  of  blood.  The  peripheral  parts  are  conse- 
quently not  properly  nourished,  and  in  some  cases 
the  deficiency  in  the  blood-stream  is  aggravated  by 


SENILE  GANGEENE. 


79 


the  clotting  of  the  blood  on  the  roughened  vessel-wall, 
and  the  occlusion  of  the  artery  by  thrombosis.  These 
changes  are  most  commonly  met  with  in  the  arteries 
of  the  lower  extremity,  and  thus  senile  gangrene 
occurs  most  frequently  in  the  foot  and  leg.  In  many 
patients  with  senile  gangrene,  the  heart  also  is  fatty, 
and  the  general  health  feeble. 

The  limb  of  a  person  whose  vessels  are  thus  diseased 
is  usually  cold,  and  is  liable  to  become  readily  numbed 
from  exposure,  or  if  subjected  to  compression  of  any 
kind  ;  the  arteries  themselves  may  be  felt  as  hard, 
rigid,  and  tortuous  coi^ds.  If  a  toe  of  this  ill-nourished 
limb  be  in  any  way  injured,  the  slightest  inflammation 
may  produce  an  extensive  stasis  of  the  feeble  blood- 
stream, and  may  thus  completely  deprive  the  parts  of 
blood.  Gangrene  of  the  injured  toe  will  now  ensue, 
and  the  tissue  in  contact  with  it  becomes  in  its  turn 
the  seat  of  inflammation,  which  again  induces  stasis 
and  gangrene.  The  fact  is  that  the  vitality  of  the 
tissues  is  so  low  that  they  are  unable  to  withstand  the 
slightest  interference  with  their  nutrition,  and  the 
gangrene,  having  once  started,  wHl  continue  to  extend 
till  Its  progress  is  arrested  by  meeting  with  some  tissue 
m  which  inflammation  may  progress  to  ulceration,  and 
to  separation  of  the  living  from  the  dead  part  by 
the  formation  of  a  "  line  of  demarcation." 

In  some  cases  the  gangrene  is  of  the  dry  variety 
throughout,  but  most  frequently  the  inflammation 
which  precedes  it  in  its  course  up  the  limb  results 
in  the  exudation  of  a  certain  amount  of  fluid  and 
until  this  has  been  dried  oflf  the  dead  tissues  remain 
moist.  Ihe  gangrenous  part  is  thus  always  most  drv 
at  Its  periphery,  where  it  has  been  longest  dead 

comn.PrT.T''  ^^^^       demarcation  has 

an  evp,?r  I.  1  ^'^T"^"  ^S^^  ^'Si^'  to  extend, 
an  event  which  means  that  the  parts  reached  by  the 

EX"n  ^°^-ffi-«-%well  nourished  to  with! 
stand  the  call  made  upon  their  vital  resources  by  the 
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inflammatory  process  Considering,  therefore,  tliat 
the  parts  about  any  hne  of  demarcation  ai-e,  so  to  say,, 
only  just  alive,  it  is  at  once  evident  that  any  additional 
injury  inflicted  upon  them,  such  as  the  cutting  of  a 
flap  for  an  amputation,  will  be  the  cause  of  a  further 
extension  of  the  gangrene.  The  appearance  of  the 
dead  tissues  and  the  mode  of  formation  of  the  line  of 
demarcation  differ  in  no  material  respect  from  the 
similar  processes  already  described  in  dealing  with  the 
subject  of  gangrene  from  embolism  and  fi-om  injiuy. 

Patients  who  are  the  subjects  of  senile  gangi'ene  are 
usually  in  a  very  feeble  state  of  health,  and  in  many 
cases  the  pain,  want  of  sleep,  and  absorption  of  septic 
products  from  the  decomposing  tissues  cavise  a  fatal 
termination  before  the  gangrenous  process  ceases. 
Death  occasionally  results  from  pulmonary  embolism. 

Diabetic  gangrene. — Persons  who  are  suffering 
from  diabetes  are  liable  to  be  attacked  by  a  form  of 
gangrene  which  resembles  in  many  respects  senile  gan- 
grene, although  the  dead  parts  do  not  shi-ivel  and  dry 
as  in  the  latter,  but,  on  the  contrary,  are  often  moist 
and  decomposing.  Diabetic  gangrene  is  frequently 
started  by  some  trifling  injury,  and  spreads  rather 
quickly  up  the  affected  limb.  Its  course  is  more  rapid 
than  is  that  of  senile  gangrene,  and  it  evinces  very 
little  tendency  to  limit  itself  by  the  formation  of  a 
line  of  demarcation.  The  sole  of  the  foot  is  the 
commonest  place  in  which  diabetic  gangrene  com- 
mences, and  in  some  cases  a  "perforating  ulcer"  is 
the  beginning  of  the  disease.  These  cases  must  be 
clearly  separated  from  another  and  rather  numerous 
class  in  which,  after  gangrene  has  commenced  as  a 
result  of  disease  in  the  vessels  or  from  other  cause, 
su"-ar  begins  to  be  excreted  with  the  urine.  In  such 
the  patient  has  a  transient  glycosuria,  and  the  sugar 
in  the  urine  is  the  result  of  the  gangrenous  process, 
and  in  no  way  associated  with  its  cause. 

Idiopathic  symmetrical  gangrene,  or  Ray- 
naud's disease,  are  the  terms  applied  to  certain 
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cases  of  dry  gangrene  occurring  without  any  evident 
cause,  and  usually,  but  not  always,  affecting  parts 
symmetrically  placed. 

The  patients  are  generally  young  adults  or  children . 
The  parts  affected  are  the  fingers  and  toes,  and  more 
rarely  other  portions  which  are  exposed,  such  as  the 
ears  and  the  nose.  Very  commonly  there  is  a  history 
that,  for  some  time  previous  to  the  appearance  of  the 
gangrene,  the  extremities  have  been  numbed  and 
cold,  with  enfeebled  circulation  and  a  tendency  to  the 
formation  of  chilblains.  Death  commences  at  the 
extreme  periphery,  and  extends  upwards.  One  or 
several  digits  may  die,  and  more  rarely  the  gangi'ene 
extends  to  the  whole  hand  or  foot.  In  all  cases  the 
dead  parts  are  extremely  dry  and  mummified.  Pro- 
gnosis is  good  as  far  as  life  is  concerned.  The  dead 
parts  are  separated  in  the  usual  way,  and  surprisingly 
good  stumps  are  formed.  The  real  cause  of  the  gan- 
grene is  yet  obscure.  It  is  probably  of  neurotic  origin, 
and  in  some  cases  at  least  is  the  result  of  peripheral 
neuritis. 

Gangrene  from  frost-bite. — Parts  which  are 
frozen  for  a  sufficient  length  of  time  do  not  recover 
their  vitahty  on  the  removal  of  the  cause.  The 
result  of  exposure  to  extreme  cold  is  a  contraction  of 
the  arteries,  which,  if  excessive  and  long  continued, 
deprives  the  peripheral  structures  of  their  blood- 
supply  to  such  an  extent  that  they  die  and  shrivel  in 
exactly  the  same  way  as  when  a  large  vessel  is  occluded 
by  a  hgature  or  an  embolus.  If  placed  in  a  warmer 
atmosphere,  blood  cannot  return  to  the  frozen  tissues, 
for  the  vessels  as  well  as  their  surroundings  are  gan- 
grenous. In  such  cases  the  dead  part  is  shrivelled 
and  mummified,  and  is  in  a  condition  of  typical  dry 
gangrene. 

In  other  cases,  where  the  deprivation  of  blood  has 
not  lasted  so  long,  it  has  been  noticed  that  if  the  part 
IS  suddenly  placed  in  a  warmer  atmosphere,  and  blood 
IS  encouraged  to  return  with  great  rapidity  and  in 
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large  quantities,  gangrene  will  ensue  with  much  greater 
certainly  than  if  the  frozen  tissues  are  only  slowly 
restored  to  their  natural  temperature.  In  such  cases 
the  gangrene  is  of  the  moist  variety,  anrl  is  preceded 
by  much  exudation  and  other  signs  of  inflammation. 

It  is  probable  that  the  explanation  of  this  variety 
of  gangrene  from  exposure  to  cold  is  to  be  found  in  the 
behaviour  of  vessels  which  have  been  for  some  time 
deprived  of  their  blood-stream.  It  has  been  shown,  in 
the  chapter  on  Inflammation,  that  the  result  of  such 
deprivation  is  that,  on  the  re-admission  of  blood,  the 
phenomena  of  inflammation,  with  rapid  exudation, 
immediately  ensue.  The  peripheral  parts,  already 
almost  dead,  cannot  survive  any  further  interference, 
and  accordingly  die.  The  moisture  of  the  gangrenous 
tissues  is  the  result  of  the  exudation  which  has  imme- 
diately preceded  their  death. 

Gangrene  from  ergotism. — A  very  brief  mention 
of  this  variety  of  dry  gangrene  is  all  that  is  necessary 
in  the  present  work.  The  efiect  of  ergot-poisoning 
is  a  contraction  of  the  small  arteiloles,  which,  when 
long  continued,  may  result  in  gangrene  of  the  peri- 
pheral parts.  It  is  veiy  rarely  met  with  in  this 
country,  where  rye-bread  is  but  little  used  as  an  ai'ticle 
of  diet. 

mOZST  CAN-CREirz:. 

In  moist  gangrene,  the  dead  part,  instead  of  drpng 
and  becoming  mummified,  remains  moist  and  succu- 
lent. Unlike  the  parts  in  dry  gangrene,  the  dead  tissues 
quickly  decompose,  for  moisture  is  a  necessary  factor  in 
I'apid  decomjjosition,  and  is  here  abundantly  supplied. 

Moist  gangrene  occurs  in  its  most  typiciil  form 
after  ligature  of  the  main  artery  and  vein  of  a  limb, 
and  may  also  result  from  complete  constriction,  or 
from  the  extensive  laceration  and  crushing  of  a  limb 
which  often  result  from  accidents  of  various  kinds. 
Being  deprived  of  tlieir  arterial  blood,  the  tissues 
perish,  and,  the  venous  blood  being  retained  and  often 
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widely  extravasated,  the  dead  structures  do  not  become 
mummified.  The  gangrene  is  limited  to  the  parts 
below  the  seat  of  injury,  the  skin  becomes  blue  or 
hvid  in  colour,  and  the  epidermis,  being  raised  in  bulla?, 
subsequently  peels,  and  exposes  the  deeper  parts  of 
the  skin.  The  whole  limb  becomes  cold,  pulseless, 
and  swollen,  and,  as  decomposition  advances,  gases 
form  and  give  rise  to  emphysematous  crackling.  The 
deeper  structures  feel  sodden  and  cedematous,  their 
elasticity  is  lost,  and  they  retain  the  imprint  of  a 
finger  for  some  minutes.  The  living  tissues  above 
the  occluded  vessels  quickly  inflame,  ulcerate,  and 
form  a  line  of  demarcation,  but,  on  account  of  the 
decomposition  and  the  rapidity  with  which  the  gan- 
grene spreads,  the  absorption  of  septic  material  and  a 
fatal  termination  are  much  more  frequent  in  cases  of 
moist  than  of  dry  gangrene. 

Gangrene  from  acute  inflammation.  —  In 
many  cases  of  injury  the  deeper  parts  are  extensively 
torn,  although  but  a  shght  skin-wound  has  been 
inflicted.  The  result  of  this  is  that,  if  acute  inflam- 
mation supervenes,  the  inflammatory  products  are 
retained,  and  by  their  presence  interfere  with  the 
cu-culation  in  the  injured  limb.  The  more  rapid  the 
inflammatory  exudation,  and  the  more  tense  the 
structures  beneath  which  the  eftusion  occurs,  the 
greater  is  the  interference  with  the  circulation,  and 
the  greater  is  the  probability  that  death  of  the 
inflartied  structures  wrll  ensue.  The  gangrene  in  such 
cases  is  necessarily  of  the  moist  variety,  and,  although 
It  occOTs  most  frequently  after  injuries  such  as  have 
been  mentioned,  it  may  occur  in  connection  with  acute 
mflammation  and  extreme  tension  excited  by  any 
cause,  e.jr.,  in  phlegmonous  erysipelas.  It  is  evident 
that  if  exit  be  given  to  the  pent-up  flmd  by  free 
incisions  the  cause  of  the  gangrene  will  be  removed. 

SEPTIC  GASrCREIfl-E. 

Septic  gangrene  is  quite  independent  of  injuries  to 
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the  main  arteries  or  veins.  It  is  probably  the  result 
of  the  local  absorption  of  some  septic  material  formed 
in  a  wound. 

Acute  spreading  traumatic  gangrene. — This, 
which  is  the  best  known  of  the  varieties  of  septic 
gangrene,  is  especially  distinguished,  from  the  other 
forms  of  gangrene  of  which  we  have  been  speaking,  by 
its  tendency  to  spread.  Supposing  that  a  heavy  cart- 
wheel has  passed  over  a  man's  leg,  and  that  all  the  vessels 
have  been  extensively  lacerated,  if  simple  moist  gan- 
grene results  it  will  certainly  be  limited  to  the  parts 
below  the  seat  of  injury ;  in  spreading  gangrene,  on 
the  contrary,  the  parts  above  are  just  as  likely  to 
sufi'er  as  those  below. 

The  patients  in  whom  this  form  of  gangrene  occurs 
are  usually  adults,  and  may  be  either  healthy  or  un- 
healthy. The  gangrene  may  follow  any  injury,  but 
is  perhaps  most  commonly  met  with  after  compound 
fractures.  It  commences  within  a  day  or  two  of  the 
accident,  and  is  first  noticed,  not  at  the  peripheral 
parts,  as  in  gangrene  due  to  injury  of  vessels^  but  at 
the  edges  of  the  ^ound.  Here  the  skin  becomes 
dark  red,  and  then  green  or  black.  The  skin  in  the 
neighbourhood  assumes  a  dark-red  hue,  and  the  whole 
limb  rapidly  swells  and  becomes  extremely  tense  and 
cedematous  from  the  presence  of  exuded  fluid.  Very 
quickly  indeed  the  exudation  is  followed  by  decomposi- 
tion, the  epidermis  peels,  and  the  soft  tissues  beneath 
become  emphysematous  from  the  presence  of  the  gases 
which  result  from  decomposition.  The  gangrene  pro- 
gresses with  such  rapidity  that  within  foi-ty-eight 
hours  from  its  commencement  it  may  have  spread  ovei' 
the  whole  limb  and  extended  to  the  trunk.  Unlike 
other  forms  of  gangrene,  it  knows  no  limits,  and  no 
line  of  demarcation  forms  to  arrest  its  progress. 
Unless  the  aflected  limb  be  early  removed  by  amputa- 
tion, death  ensues  with  certainty,  the  patient  sinking 
into  an  asthenic  condition,  and  dying  without  any 
evidence  of  general  septicasmia.     The  temperature 
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is  never  raised  to  aEt3^!^^§Efe'''-fextent  in  typical  cases, 
and  may  be  sub-normal. 

Phagedaena   and    hospital    gangrene. — The 

term  phagedsena  is  applied  to  a  very  rapidly  extending 
and  destructive  form  of  ulceration,  which  is  now  most 
commonly  seen  in  connection  with  venereal  sores. 
Hospital  gangrene,  or  "  sloughing  phagedsena,"  is  so 
closely  allied  to  phagedtena  itself  that  the  two  diseases 
fade  into  one  another  ;  but,  as  the  alternative  name 
for  hospital  gangrene  suggests,  there  is,  in  addition  to 
rapidly  extending  ulceration  or  molecular  death,  more 
or  less  sloughing  and  death  of  the  tissues  en  masse. 
This  form  of  gangrene,  though  formerly  of  common 
occurrence  in  crowded  hospitals,  is  now  but  rarely 
seen. 

Both  hospital  gangrene  and  phagedtena  occur  inde- 
pendently of  interference  with  the  blood-stream,  and 
are  each  the  result  of  the  action  of  some  specific  poison, 
which  is  either  formed  in,  or  inoculated  upon,  a  wounded 
surface.  Both  forms  of  disease  are  contagious,  but  hos- 
pital gangrene  much  more  so  than  simple  phagedaena, 

A  phagedenic  ulcer  has  the  following  appearance  : — 
The  shape  is  irregular  and  ragged ;  the  base  is  greyish 
and  often  sloughy  •  the  discharge  is  scanty  and  thin  ; 
the  edges  are  sharply  cut,  and  show  no  sign  of  healing  • 
the  skin  immediately  around  is  of  a  dull-red  hue' 
ihe  ulcer  is  liable  to  extend  indefinitely,  but  does  not 
otten  advanceto  the  destruction  of  such  a  large  amount 
ot  tissue  as  is  common  in  the  case  of  hospital  gangrene 
-Liie  specific  poison  which  is  the  cause,  and  the  ulcerated 
surtace  which  is  inoculated  with  it,  must  be  destroyed 
betore  a  healthy  action  can  be  expected.  Formerly 
strong  caustics  were  the  only  remedies  employed,  but 

wWvf  thephagedajna 
Which  affects  venereal  sores,  at  any  rate,  long-continued 
soaking  in  water  produces  all  the  beneficial  efiects  of 
the  caustic  treatment. 

■^^fc■^^l  VTUvae.-This  is  a  form  of  phagedsena  which 
•'ttects  the  external  genitals  of  young  children,  and  is 


86 


CANCEUM  ORIS. 


usually  seen  in  connection  with  dirt  and  ill-health, 
though  frequently  following  measles.  The  appear- 
ance of  the  ulcei'  does  not  differ  materially  from  that 
described  above  as  typical  of  phagedsena.  The  general 
liealth  is  often  seriously  affected,  and  death  not  un- 
commonly results. 

Cancrum  oris. — This  is  a  form  of  ulceration  with 
sloughing  pecuhar  to  childhood,  and  is  usually  met 
with  before  the  age  of  five.  The  ulceration  com- 
mences in  the  cheek  or  gums,  and  more  rarely  in  the 
sockets  of  the  teeth.  In  bad  cases  large  portions  of 
the  cheek  may  be  completely  destroyed,  and,  the  ulcera- 
tion extending  to  the  jaws,  necrosis  of  the  bones  and 
destruction  of  the  teeth  ensue.  The  disease  is  very 
frequently  fatal,  and  septic  broncho-pneumonia  may 
cromplicate  it.  Cancrum  oris  is  probably  the  result  of 
the  action  of  some  poison,  and  the  object  of  treatment 
is  to  destroy  the  contaminated  tissues.  This  is  usually 
done  by  the  aid  of  strong  caustics. 
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BOIXi,  CARBUNCX.!:,  AMD  MALIG- 
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BOZI.. 


A  BOIL  is  a  circumscribed  inflammation  of  the  skin 
and  cellular  tissue,  resulting  in  the  death  of  the  more 
central  parts,  and  the  formation  of  a  slough.  This 
sloughing  is  accompanied  by  suppuration  of  the  parts 
immecUately  around  the  dead  tissue,  and  the  formation 
of  a  pustule  which,  opening  on  the  surface,  permits 
the  discharge  of  the  central  slough  or  core. 

Boils  are  the  result  of  some  disordered  state  of  the 
constitution,  and  may  be  induced  either  by  excessive 
feeding  or  by  an  insufficient  amount  of  nourishment ; 
sudden  changes  of  diet  appear  to  be  a  common  cause. 
Boils  are  more  frequent  in  men  than  in  women, 
and  are  usually  situated  on  the  posterior  surface  of 
the  body ;  the  back  of  the  neck  and  of  the  shoulders, 
and  the  gluteal  regions,  are  their  most  common  sites. 
Any  local  irritation  may  determine  the  situation  of  a 
boil  in  a  person  whose  general  health  is  in  a  condition 
favourable  for  its  development. 

CARBVltrCIiE. 

A  carbuncle  is  a  specific  locaUzed  inflammation  of 
the  skm  and  cellular  tissue.  It  is  characterized  by 
considerable  exudation  into  the  inflamed  area,  with 
Sloughing  of  the  tissues  involved,  and  formation  of 
numerous  pustules.  The  sloughs  are  separated  from 
tne  surrounding  parts  by  suppuration,  and,  when 
loosened  by  this  process,  are  cast  off.    A  carl)uncle 
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differs  from  a  boil  in  the  following  points :— It  is 
usually  single,  is  much  more  raised  from  the  surface, 
and  of  much  greater  size.  It  frequently  impHcates  the 
deep  fascia,  and  discharges  pus  through  numerous 
apertures. 

Carbuncle  is  predisposed  to  by  a  condition  either  of 
plethora  or  debihty,  and  not  infrequently  complicates 
diabetes.  The  patients  in  whom  it  occurs  are  usually 
men  over  middle  age.  Its  most  common  sites  are  the 
nape  of  the  neck  and  the  shoulders.  It  more  frequently 
produces  a  fatal  termination  than  does  a  boil,  and 
death  may  result  either  from  general  asthenia  or  from 
absorption  of  septic  material  and  blood-poisoning. 

Malignant  facial  carbuncle  occurs,  as  its  name 
implies,  on  the  face.  It  affects  people  of  all  ages,  but 
most  frequently  young  adults,  and  is  of  decidedly  rare 
occurrence. 

Its  most  common  site  is  the  lip,  where  it  commences 
as  a  pimple  and  thence  extends  to  the  cheek.  Its 
structure  is  the  same  as  that  of  carbuncle  in  other 
situations,  but  it  is  occasionally  associated  with  a  wide- 
spread thrombosis  and  suppurative  phlebitis  of  the 
facial  and  ophthalmic  veins,  and  with  a  general  cellu- 
litis of  the  face  and  orbits.  In  consequence,  the  whole 
face  becomes  greatly  swollen,  of  a  dusky  red  or  purple 
colour,  and  the  eyeballs  may  pi'otrude. 

The  frequent  termination  of  a  facial  carbuncle  is 
death,  and  this  is  most  commonly  due  to  pyajmia.  It 
is  probable  that,  in  former  years,  some  cases  at  least 
of  "  malignant  pustule"  have  been  mistaken  for  facial 
carbuncle. 

IVXAXZCN-AM-T  FUSTUI.I:,  CHAK.BOM',  OR 
ANTHRAX. 

Certain  herbivorous  animals,  namely,  cattle,  sheep, 
and  horses,  are  liable  to  suffer  from  a  disease  which  is 
variously  known  as  "splenic  fever,"  "  joint  mui-rain," 
"  black  quarter,"  &c.,  and  is  caused  by  the  presence  of 
a  micro-organism  called  the  "  bacillus  anthntcis."  The 
bacilli  are  found  in  the  tissues  of  the  diseased  animal 
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as  rod-shaped  organisms,  and  may  be  cultivated  so  as 
to  grow  into  long  filaments  containing  numerous 
spores.  They  are  very  diflicult  to  kill.  The  mode  of 
infection  of  diseased  animals  is  yet  doubtful;  it  is 
probable  that  the  organisms  can  enter  either  by  the 
alimentary  tract  or  else  through  wounds  on  the  surface 
caused  by  bites  of  insects,  &c.  Splenic  fever  is  especi- 
ally common  in  Persia  and  South  America. 

Malignant  pustule  is  a  disease  produced  in  man  by 
inoculation  with  the  bacillus  anthracis,  and  is  generally 
due  to  contamination  of  some  slight  excoriation  by 
contact  with  the  hides,  wool,  or  hair  of  diseased 
animals.  It  is  consequently  most  commonly  seen  on 
the  face,  neck,  or  hands  of  wool-sorters,  tanners,  and 
others  who  are  in  the  habit  of  handling  portions  of 
infected  animals. 

Malignant  pustule  commences  as  a  small,  red, 
ii-ritable  pimple.  After  twelve  to  twenty  hours  a 
vesicle  forms  and  bursts,  exposing  the  deeper  layers  of 
the  skin.  Around  this  central  spot  a  ring  of  vesicles 
now  forms,  and  the  contiguous  skin  quickly  assumes 
a  dull-red  hue.  The  central  spot  dries  and  becomes 
black  and  shrivelled,  the  tissues  outside  the  ring  of 
vesicles  swell,  and  become  indurated  and  brawny,  the 
vesicles  biurst  and  expose  more  black  and  shrivelled 
skin,  and  the  central  slough  thus  increases  in  size 
whilst  fre.sh  crops  of  vesicles  are  produced.  The 
neighbouring  lymphatic  glands  are  often  swollen. 
Symptoms  of  constitutional  afiection  are  frequently 
severe,  and  death  is  a  common  result ;  on  post-mortem 
examination,  the  tissues  present  appearances  such  as 
are  found  in  cases  of  septicemia.  Occasionally 
spontaneous  recovery  occurs.  An  examination  of 
tbe  tlmd  m  the  vesicles  will  reveal  the  presence  of 
numerous  pathogenic  bacilli,  and  the  latter  have  also 
Deen  met  with  m  the  sputum,  urine,  sweat,  and  blood. 

ine  most  typical  points  about  a  malignant  pustule 
are  the  central  dry  slough,  the  ring  of  vesicles,  the 
laisecl  brawny  induration,  the  absence  of  severe  pain, 
and  the  total  absence  of  suppuration. 
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CHAPTER  Xm. 

GXiANDERS,  ACTZNO»IYCOSXS,  AND 
IiEPROSV. 

OImILHHHIIS. 

Glanders  is  a  contagious  disease,  to  wMcli  horses  and 
asses  are  subject,  which  may  be  communicated  to 
man,  and  is  probably  conveyed  by  means  of  the 
secretions  of  the  nostrils.  The  disease  has  been  proved 
by  Loffler  and  Schiitz  to  be  caused  by  a  specific 
bacillus.  Farcy  is  simply  glanders  in  a  more  chronic 
form. 

The  lesions  of  glanders  in  man  are  of  wide  distri- 
bution, and  occur  in  the  skin,  mucous  membrane  of 
the  nose  and  pharynx,  and  the  viscera.  In  the  skin  the 
disease  is  characterised  by  the  development  of  vesi- 
cular, papular,  and  pustular  eruptions,  resembling 
those  of  pemphigus  and  variola,  and  followed  by  the 
formation  of  irregular  and  spreading  i;lcers.  In 
addition  to  these,  nodular  masses  of  various  size  foi-m 
on  the  skin  and  subcutaneous  tissues,  and  Avhen  large 
and  chronic  are  known  by  the  name  of  "  Farcy  buds." 
They  are  composed  of  granulation  tissue,  and  after  a 
short  time  burst,  discharge  pus,  and  cause  the  forma- 
tion of  deep  ulcers.  In  connection  with  the  skin 
eruption  and  the  farcy  buds  there  is  an  inflammation 
of  the  lymphatic  vessels  and  glands,  and  subsequently 
the  development  of  buboes. 

The  mucous  membranes  of  the  nose,  frontal  sinuses, 
throat,  tonsils,  and  pbarjaix,  become  very  swollen 
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and  red,  and  soon  covered  by  numerous  small  nodules 
the  size  of  a  pea,  these  break  down  and  form  ulcers, 
which  rapidly  extend.  In  this  way  the  whole  of  the 
mucous  surfaces  in  question  may  become  the  seat  of  a 
most  foul  and  almost  gangrenous  ulceration. 

Fig.  7. 


Portion  of  ulcerated  mucous  membrane  from  the  nose  of 
a  glandered  horse.  The  small  circular  ulcers  at  the  edge 
of  the  diseased  membrane  are  well  shown. 

After  death,  nodules  in  various  stages  of  breaking 
down  and  suppuration  may  be  found  in  the  viscera,  and 
are  of  most  common  occurrence  in  the  lungs.  Glanders 
^pf.p^^^^^^.^'^^i^^  is  commonly  fatal,  but  the  duration 
ot  life  varies  much  in  individual  cases,  some  patients 
survmng  three  or  four  weeks,  whilst  others  succumb 
m  as  many  days.    A  few  patients  recover. 

ACTIxroiVlYCOSIS. 

Actinomycosis  is  the  name  given  to  the  diseased 
condition  which  follows  the  introduction  into  the  body 
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of  a  fungus  named  the  Actinomyces.  This  parasite, 
whose  true  botanical  position  has  not  yet  been  deter- 
mined, occurs  as  minute  yellowish-green,  brown  or 
white  granules,  abouthalf  thesize  of  a  mustard-seed.  It 
is  star-shaped,  and  consists  of  a  number  of  radiating 
fQaments  attached  to  a  central  stalk.  Each  filament 
is  fine  and  thread-like  at  its  base  of  attachment,  but 
swollen  and  bulbous,  or  club-shaped,  at  its  unattached 
extremity,  which  is  also  frequently  iDranched. 

The  growth  of  the  actinomyces  in  the  body  is  always 
followed  by  inflammation  of  the  tissue  in  which  it  lies, 
and  the  consequent  production  of  granulation  tissue. 
In  some  cases  the  inflammation  progresses  to  suppura- 
tion, abscesses  form  and  discharge,  and  a  fungous 
swelling  of  granulation  tissue  and  parasitic  growth 
protrudes  through  the  skin  ;  in  other  cases,  nodules  or 
bands  of  fibrous  tissue  are  formed,  which  enclose  the 
fungus,  and  form  definite  and  considerable  tumours. 
In  cases  of  long  standing,  the  fungus  may  die  and 
become  the  seat  of  the  deposit  of  calcareous  salts. 

Actinomycosis  has  long  been  known  to  veteiinary 
surgeons  as  of  tolerably  common  occurrence  in  cattle 
and  pigs,  and  has  been  very  variously  named,  the  most 
common  appellations  being  "  woody  tongue,"  "  osteo- 
sarcoma," and  "  hngual  tuberculosis."  The  real  patho- 
logy of  the  disease  was,  however,  first  discovered  by 
Ponfick  in  1877,  and  Israel  was  the  first  oliserver 
who  described  it  in  man. 

It  is  not  known  how  the  pai-asite  is  introduced  into 
the  body,  but  infection  of  man  from  animals  has  not 
yet  been  demonstrated.  Only  three  or  four  cases  in 
human  beings  have  been  observed  in  England.  Accord- 
ing to  Israel  the  disease  may  be  transmitted  first 
through  the  mouth  and  pharynx  ;  secondly,  thi'ough 
the  lungs  ;  thirdly,  through  the  intestine. 

In  the  first  group  of  cases  the  fungus  appears  to 
obtain  an  entrance  at  a  carious  tooth,  and  to  extend 
thence  into  the  jawbone  ;  in  other  cases  the  attack  has 
been  preceded  by  pharyngitis  or  tonsillitis.     In  the 
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case  of  the  lower  jaw,  the  entrance  of  the  parasite  is 
followed  by  the  formation  of  a  tumour  in  the  maxilla, 
which  expands  the  bone  and  extends  thence  into  the 
submaxillary  region.  Here  in  some  cases  an  abscess 
next  forms,  and,  on  bursting,  discharges  not  only  pus, 
but  small  golden-yellow  bodies  the  size  of  a  hemp-seed, 

Fig.  8. 


Actiuomycotic  growth  inside  the  lowei-  jaw  of  it  cow. 

which  consist  of  masses  of  the  fungus  peculiar  to  the 
disease.  The  bursting  of  the  abscess  does  not,  how- 
ever, terminate  the  case,  for  fresh  swellings  may  form 
in  the  neck,  and  may  extend  into  the  thorax,  or  into 
the  mediastinum. 

In  other  cases,  suppuration  does  not  occur,  and  a 
firm,  fibrous  sort  of  tumour  forms  beneath  the  jawbone. 
This  tumour  is  remarkable  more  especially  foi' 
its  change  of  position,  for  although  formed  ori- 
gmally  in  the  inferior  maxilla  itself,  it  may  gradually 
smk  further  and  farther  down  the  neck,  leavinc^  at 
mo.st  a  fibrous  cord  to  mark  the  path  of  its  descent.*  It 
thus  happens  that  an  actinomycotic  tumour  may  when 
first  seen  by  a  surgeon,  be  found  at  a  considerable 
distance  from  the  jaw. 

In  all  cases  the  course  of  an  actinomycotic  growth  is 
slow,  and  there  is  usually  neitlier  pain  nor  other  evi- 
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dence  of  acute  inflammation.  The  pus  formed  is  thin 
and  serous,  and  contains  the  golden-yellow  granules 
already  mentioned.  When  the  growth  extends  into 
the  upper  jaw  it  may  extend  to  the  cheek,  or  may 
pass  upward,  and  involve  the  base  of  the  skull  or  the 
vertebrae. 

In  the  second  group  of  cases  the  fungus  appears 
to  be  introduced  during  the  act  of  respiration.    It  may 

Fig.  9. 
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Actinomycotic  growth  in  liuman  liver. 

then  localise  itself  in  the  bronchi  or  the  lungs,  and 
extend  thence  to  the  pleurse,  and  so  make  its  way  to 
the  cutaneous  surface.  In  some  cases  the  tumours 
have  extended  into  the  pericardium  and  the  abdominal 
cavity. 

In  the  third  group  the  fungus  obtains  access  to  the 
body  through  the  alimentary  tract,  and  results  in  the 
formation  of  small  nodules  the  size  of  a  pea,  or  a  little 
larger,  in  the  mucous  membrane  of  the  intestine,  any 
part  of  which  may  be  attacked.  These  nodules  sub- 
sequently soften  or  break  down,  forming  ulcers  with 
undermined  edges.     From  the  intestine  the  fungus 
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may  be  carried  by  branches  of  the  portal  vein  to 
the  liver,  and  may  there  cause  the  formation  of  large 
masses  of  white,  tumour-like,  soft,  and  honeycombed 
tissue,  containing  the  characteristic  yellow  granules, 
and  arranged  in  a  typically  radiate  manner  (see  Fig.  9). 

IiEFROSY. 

Leprosy  is  a  constitutional  and  contagious  disease, 
due  to  the  inoculation  of  specific  bacilli.  It  is  very 
rarely  met  with  in  England  and  in  Europe,  but  is 
common  in  Norway,  Iceland,  and  parts  of  Spain, 
and  in  the  Baltic  provinces  of  Russia.  It  is 
endemic  in  many  parts  of  of  Asia,  in  South  Africa, 
and  in  Central  and  South  America.  It  attacks' 
especially  in  these  latter  countries  the  native  inhabi- 
tants, and  is  said  to  be  hereditary. 

There  are  two  chief  varieties  of  leprosy:  the 
tuberculated  and  the  non-tuberculated,  but  each 
owns  the  same  specific  cause,  and  the  two  varieties  are 
occasionally  met  with  in  a  single  inchvidual. 
_  Tuberculated  Leprosy  commences  with  sensa- 
tions of  chilliness,  marked  drowsiness  and  depression, 
accompanied  by  occasional  profuse  perspirations,' 
diarrhoja,  and  vertigo,  and  followed  by  a  variable 
amount  of  pyrexia.  These  symptoms  are  followed  by 
an  eruption  of  pimples  or  red  spots,  which  may  come 
out  in  fresh  crops  for  several  weeks  or  months. 

This  erythematous  eruption  is  soon  followed  by  the 
development  of  tubercles,  which  vary  in  size  from  a 
pea  to  a  walnut,  and  are  most  common  and  abundant 
on  the  face,  limbs,  scrotum,  and  penis.  Thev 
consist  of  localised  infiltrations  of  the  derma  with 
leucocytes,  which  tend  to  develop  into  large  round 
cells,  about  five  times  the  size  of  a  white  blood 
corpuscle,  and  constitute  the  so-called  "lepra  cells  "  of 
Virchow.  In  the  growth  of  the  tubercle  the  sweat  and 
sebaceous  glands  and  the  hair  follicles  are  destroyed 
the  papilte  are  flattened  out  and  the  tubercle  remains 
tor  a  time  covered  by  the  stretched  and  thinned 
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epidermis.  The  further  course  of  the  tubercles  differs 
in  different  cases,  and  in  different  tubercles  in  the 
same  patient.  Sometimes  the  growths  shrink  and 
atrophy,  leaving  depressed  cicatrices,  but  more  often 
many  break  down  and  suppurate,  forming  ulcers 
which  are  very  slow  to  heal,  and  emit  a  pecuhar  odour. 
The  tubercles  do  not  affect  the  scalp,  and  consequently 
there  is  no  loss  of  hair  in  this  situation,  but  in  othei' 
parts  the  hair  follicles  are  destroyed.  The  nails  ako 
break  away  and  become  peg-Uke  and  stunted.  As  a 
result  of  the  development  of  tubercles,  and  the 
thickening  of  the  skin  and  subcutaneous  tissue,  the  ex- 
pression of  the  face  is  greatly  altered  ;  the  lips  become 
thick  and  pouting,  the  ears  are  large  and  pendulous, 
and  the  thickening  of  the  skin  of  the  brows  and  fore- 
head produces  an  appearance  commonly  described  as 
"  leonine."  Tubercles  also  develop  on  the  mucous  mem- 
branes, and  are  relatively  common  on  the  throat  and 
pharynx. 

Non-tuberculated  leprosy  is  more  common  than 
the  tuberculated  variety  3  it  is  also  called  "Anaes- 
thetic," on  account  of  the  loss  of  sensation  in  certain 
parts  of  the  skin.  It  commences  with  shooting,  pains 
in  the  course  of  the  nerves,  followed  by  hyper- 
£esthesia,  and  locahsed  pain  and'tenderness,  all  of  which 
symptoms  are  most  common  in  the  extremities.  About 
a  year  after  the  commencement  of  these  symptoms  a 
yellowish  eruption  appears  in  the  form  of  irregular 
spots  or  patches,  whose  most  frequent  sites  are  the 
'shoulders,  arms,  and  elbows,  the  thighs,  knees,  and 
the  face.  These  patches  are  characterised  by  their 
dryness,  all  secretion  of  sweat  being  arrested,  but  they 
are  seldom  painful  or  tender.  After  a  time  the  edges 
of  the  patches  become  raised,  and  the  patches  them- 
selves increase  in  size.  Whilst,  however,  they  are  thus 
spreading  at  their  margins  they  fade  in  their  more 
central  parts,  and  the  skin  in  these  latter  positions 
gradually  assumes  a  dead  white  colour,  like  scar  tissue, 
and  becomes  more  or  less  completely  anaesthetic. 
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.  The  chief  symptoms  are  from  this  time  referable  to 
implication  of  the  nerve  trunk  in  the  manner  to  be 
presently  described.  The  skin  becomes  red  and  glossy, 
and  is  occasionally  attacked  by  bullous  eruptions ; 


Fig,  10. 


W   fi'    !        '^^^^^""P  *ip«  of  the  fincers  and 

toes ;  the  hands  and  feet  become  clawed  and  defo^ed 
diy  gangrene  of  the  toes  and  fingers  is  common  and 
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thus  the  hands  and  feet  become  maimed  almost  be- 
yond recognition. 

Both  the  tuberculated  and  non-tuberculated  varie- 
ties usually  end  fatally,  from  exhaustion  due  to  exten- 
sive ulceration,  from  the  cachexia  which  accompanies 
the  disease,  from  lardaceous  infiltration  of  the  viscera 
or  from  extensive  implication  of  the  respiratory  mucous 
membranes. 

At  a  post-mortem  examination,  in  addition  to  the  con- 
ditions of  skin  already  described,  there  is  found  a  general 
increase  of  connective  tissue  in  many  parts — e.g.,  in  the 
peripheral  nerves,  the  testes,  the  lymphatic  glands, 
the  liver  and  the  spleen.  The  growth  in  the  nerves  is 
deserving  of  special  attention,  and  is  most  common  in 
the  ansesthetic  form  of  leprosy.  There  can,  indeed, 
be  no  doubt  that  the  anesthesia,  wasting  of  muscles, 
paralysis,  ulcerations,  and  the  gangrene  of  the  fingers 
and  toes  are  mainly  caused  by  constriction  of  the  nerve 
fibres  by  fibrous  tissue,  which  also  causes  considerable 
thickening  of  the  nerve  trunks. 

Microscopical  examination  of  the  aftected  parts 
shows  everywhere  a  definite  bacillus,  which  has  been 
demonstrated  in  all  the  tissues  above-mentioned  as 
well  as  in  the  tubercles  in  the  skin  and  mucous 
membranes,  and  in  the  cutaneous  eruptions.  The 
leprosy  bacillus  is  readily  stained  in  the  same 
manner  as  the  tubercle  bacillus,  but  is,  however,  much 
larger  than  the  latter,  and  in  length  measures  about 
one-half  the  diameter  of  a  human  red-  blood  corpuscle. 
These  bacilli  are  generally  held  to  be  the  actual  cause  of 
the  disease,  and  are  supposed,  by  the  irritation  which 
they  cause,  to  promote  the  gro^\i;h  of  the  connective 
tissue  which  characterises  leprosy  throughout  the  body. 
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CHAPTER  XIV. 

TVBERCXii:   AND  SCROFUZiA. 

Both  tvibercle  and  scrofula  are  more  fitly  dealt  with 
at  length  in  works  on  general  pathology  than  in  one 
devoted  solely  to  the  surgical  aspect  of  this  subject. 
It  is  not  purposed,  therefore,  to  do  more  than  indicate 
as  briefly  as  possible  the  general  meaning  which 
will  attach  to  these  words  when  employed  in  future 
chapters. 

A  tubercle  is  an  infective  granuloma  of  inflam- 
matory formation,  and,  according  to  the  belief  of  most 
authorities,  is  dependent  for  its  origin  on  the  presence 
of  a  micro-organism — the  tubercle  bacillus.  In  its 
most  typical  form  a  tubercle  appears  to  the  naked  eye 
as  a  minute,  grey,  semi-transparent  granule,  the  size 
of  a  mustard  seed — a  "  grey  tubercle."  As  its  size 
increases,  the  more  central  pai'tof  this  granule  becomes 
opaque,  and  is  gi-adually  transformed  into  a  soft,  fatty, 
or  cheesy  mass — a  "  caseous  tubercle." 

Microscopical  examination  of  a  grey  tubercle  shows 
that  it  consists  of  a  collection  of  small  clusters  of  cells, 
each  cluster  being  complete  in  itself,  and  forming  a  so- 
called  "  elementary  tubercle  "  or  "  primitive  tubercle." 
The  typical  structure  of  each  of  these  latter  is— first : 
one  or  more  central  giant-cells  about  of  an  inch 
m  diameter,  with .  a  granular  protoplasmic  stroma 
contaimng  numerous  nuclei,  which  show  a  tendency 
to  be  arranged  in  a  ring  around  the  circumference  of 
the  cell ;  the  cell-body  generally  sends  out  processes 
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which  join  those  from  other  cells  in  the  neighbourhood. 
Hecond  :  around  the  giant-cell  is  a  zone  occupied  by 
cells  which  are  larger  than  leucocytes  and  have  a  clear 
cell-body ;  they  are  of  connective-tissue  origin,  but 
from  their  likeness  to  epithelial  cells  have  been  named 
"  epithelioid."  Third  :  the  outer  margin  of  this  zone 
fades  imperceptibly  into  a  more  or  less  dense  mass  of 
leucocytes,  which  in  all  cases  form  the  outer  zone  of 
the  primitive  tubercle,  and  in  many  instances  make 
up  the  great  bulk  of  the  whole  growth.  All  the  cells 
throughout  the  primitive  tubercle  are  embedded  in  a 
lymphoid  reticulum  of  branched  connective-tissue  cells. 
The  whole  tubercle  is  practically  non-vascular,  blood- 
vessels not  penetrating  beyond  its  extreme  margins. 


Fig.  it. 


Section  of  Tubercular  Syuovial  Membraue,  sliowiug  two 
giant-cells  with  numerous  processes,  and  coutainiug  mauy 
nuclei.    (Orouch,  i-6  iu.) 

The  tubercle  bacillus  is  from  .0015-.0035  mm.  iu 
length  •  it  is  usually  straight,  but  sometimes  slightly 
curved  ;  it  is  found  in  all  parts  of  a  tubercle,  but 
especially  in  the  giant-cells. 
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Sucli  is  the  structure  of  a  typical  tubercle,  but  it 
would  be  erroneous  to  suppose  that  such  is  the  struc- 
ture of  all,  for  the  giant-cells  may  be  absent,  or,  if 
present,  may  not  possess  any  definite  processes,  the 
epithelioid  cells  may  be  very  few  and  ill-developed, 
and  the  bacillus  may  not  be  discoverable.  The  small 
cell  growth  and  the  lymphoid  reticulum  or  matrix 
are,  however,  constant. 

An  examination  of  a  tubercle  at  a  later  stage  show-s 
that  the  central  parts  of  the  elementary  tubercles  are 
degenerating  so  as  to  form  a  fatty  pulp,  a  result  which 
is  evidently  due  to  the  fact  that  in  the  growth  of  a 
tubercle  no  new  blood-vessels  are  developed.  In 
some  specimens  the  whole  of  the  growth  may  be  found 
transformed  into  a  caseous  mass. 

In  any  organ  affected  with  tubercle  there  is  a 
tendency  for  the  disease  to  spread  locally,  and  to  set 
up  in  the  tissues  in  which  it  occurs  the  processes  which 
are  common  to  all  inflammations.  On  the  other  hand, 
an  inflamed  organ  is  itself  more  liable  than  a  healthy 
one  to  become  the  seat  of  tubercular  disease.  And 
not  only  is  tubercle  locally  infectious,  it  is  constitu- 
tionally so  as  well,  and  thus  in  any  given  case  there 
is  a  possibility  of  general  dissemination,  with  pro- 
duction of  tubercles  in  all  parts  of  the  body.  In 
such  cases  of  general  tuberculosis,  there  is  com- 
monly some  pyi-exia,  and  the  termination  is  usually 
fatal. 

Scrofula  is  a  constitutional  condition  in  which 
there  is  a  tendency  to  local  chronic  inflammations 
whose  special  characters  are— that  they  persist  long 
after  their  exciting  cause  has  passed  away  ;  that  they 
extend  to  neighbouring  jjarts ;  that  the  cell  exudation 
constantly  tends  to  caseate  and  to  form  a  fatty  pulp, 
or  else  to  break  down  into  ill-formed  and  curdy  pus  ; 
and  that  healthy  reparative  processes  are  conspicuous 
by  tlieir  absence.  It  would  appear  that  the  tissues 
ot  a  scrofulous  individual  are  ill  formed  and  of  low 
vitality,  and  that  any  inflammation  once  started  in 
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them  is  liable  to  persist  on  account  of  the  inability  ot 
the  tissue  to  initiate  a  healthy  suppuration  which 
might  rid  it  of  its  disease,  or  a  proper  repai-ative 
process  which  might  repair  the  original  injury.  In 
all  scrofulous  inflammations  the  adenoid  or  lymphatic 
tissues  seem  to  be  particularly  impUcated ;  thus,  in 
the  tonsils,  pharynx,  and  intestines  it  is  the  lymphoid 
tissues  which  are  specially  diseased,  and,  although  more 
difficult  to  demonstrate,  it  is  yet  tolerably  certain  that 
in  the  strumous  diseases  of  bones  and  joints  the  same 
rule  holds  good. 

An  examination  of  a  tissue  in  a  state  of  strumous 
inflammation  shows  a  considerable  quantity  of  inflam- 
matory new  formation,  with  swelling  and  softening 
of  the  affected  part ;  at  a  later  stage  there  is  much 
pulpy,  friable  matter,  and  finally  the  diseased  tissue  is 
found  infiltrated  with  caseous  material.  There  are 
no  macroscopic  or  naked-eye  tubercles  as  in  tuber- 
culosis. A  microscopical  examination  shows  the  usual 
cell  exudation  met  with  in  all  inflammations,  with 
little  or  no  formation  of  fibrous  tissue,  and  ^^-ith  much 
fatty  degeneration.  In  addition,  in  many  instances, 
primitive  tubercles  with  giant-cells  and  lymphoid 
reticulum  are  found,  and  are  quite  indistinguishable 
from  the  similar  growths  in  the  macroscopic  tubercles 
already  described.  The  tubercle  bacillus  also  is  to  be 
seen  in  some  instances. 

The  scrofulous  constitution  may  be  either  congenital 
or  acquired.  Usually  it  is  the  former,  but  there 
can  be  little  doubt  that  insufficient  food  and  bad 
hygienic  conditions  may  produce  it  in  an  individual 
in  whom  no  congenital  taint  has  been  apparent.  The 
parents  of  scrofulous  children  are  often  themselves 
scrofulous,  and  in  other  cases  have  been  the  subjects 
of  tubercular  diseases  ;  the  children  of  consumptive 
patients  are  frequently  strumous. 

The  connection  between  scrofula  and 
tubercle  is  a  subject  whicli  has  been  much  discussed, 
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and  even  at  the  present  time  much  difterence  of 
opinion  exists.  There  can  be  Uttle  doubt  that  the 
diseased  conditions  are  closely  allied,  but  it  is  practically 
certain  that  the  chnical  course  of  those  cases  in  which 
grey  miUary  tubercles  are  present  differs  very  mate- 
rially from  that  of  the  others,  or  scrofulous  ones,  in 
which  there  is  simply  a  low  form  of  chronic  inflamma- 
tion without  the  formation  of  such  structures.  The 
tendency  to  dissemination  in  the  former  is  infinitely 
gi'eater  than  in  the  latter,  and  is  a  practical  point  of 
some  importance. 

It  must,  however,  be  allowed  that  in  their  micro- 
scopical characters  many  scrofulous  lesions  are  not  to 
be  distinguished  from  those  which  are  truly  tubercular, 
and  it  is  contended  by  some  that  the  diseases  are  of 
identical  nature.    In  support  of  this  condusion,  it 
is  argued  that  tubercle  has  been  produced  in  animals 
by  inoculation  with  matter  from  a  scrofulous  inflamma- 
tion, and  that,  on  the  other  hand,  scrofulous  disorders 
have  resulted  from  inoculation  with  tubercle.    It  has 
also  been  demonstrated  that  the  tubercle  bacillus  is 
present  in  some  at  least  of  the  scrofulous  lesions,  and 
those  who  consider  that  it  is  the  cause  of  all  true 
tubercle  hold  that  its  presence  in  scrofulous  inflamma- 
tions suffices  to  place  the  two  processes  under  one 
classification.    It  is  quite  ceiiain  that  some  at  least  of 
the  lesions  of  scrofula  are  of  a  truly  tubercular  natui-e, 
but  it  is  by  no  means  proved  that  all  of  them  are  ; 
e.g..  the  eczema  of  the  head  and  face,  the  inflamma- 
tion of  the  eyelids,  the  strumous  ulcers  of  the  cornea, 
have    nothing  tubercular   about   them.     It  must 
always  be  I'emembered  that  the  genei'al  health  of 
scrofulous  children  is  at  best  feeble,  that  they  ai'e 
weakly  and  ill-nourished,  with  stomachs  and  intestines 
often  out  of  order  and  unable  to  properly  digest  and 
assinailate  the  food  they  receive.    Such  patients  are 
of  course,  independently  of  their  scrofulous  taint, 
more  liable  than  healthy  children  to  such  troubles  as 
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frequently  recurring  eczema,  chronic  catarrhs,  ami 
many  other  affections  which,  although  common  in 
strumous  subjects,  are  most  likely  more  dependent 
on  the  general  ill-health  of  the  patient  than  on  his 
strumous  diathesis. 

It  is  very  probable  that  the  formation  of  tubercles 
is  in  many  cases  secondary  to  an  inflammation  which 
originally  was  chronic  simply  because  the  tissue  in 
which  it  commenced  was  badly  nourished  and  lowly 
organized.  Thus,  the  inflammation  would  in  such  a 
case  be  pi-imary,  and  the  formation  of  tubercle 
secondary.  This  actually  happens  in  some  cases  of 
phthisis,  where  the  original  trouble  is  an  attack 
of  broncho-pneumonia  or  pleuris}^  and  the  tubercle 
is  subsequently  developed  in  the  structure  wdiich  has 
been  damaged  by  the  inflammatory  process.  There 
can,  indeed,  be  little  doubt  that  the  spread  of  tubercle 
depends  to  a  gieat  extent  on  the  condition  of  the 
tissues  of  each  individual.  All  persons  are  not  equally 
predisposed  to  it,  and  all  tissues  in  the  same  person  are 
not  equally  liable  to  attack.  It  may  well  be  that 
in  cei'tain  scrofulous  inflammations  the  development 
of  tubercle  at  the  seat  of  disease  is  not  followed  by 
general  afiection  of  the  viscera  because  the  latter  are 
not  in  a  sufliciently  susceptible  condition,  whilst  in 
other  cases,  where  dissemination  and  formation  of 
macroscopic  tubercles  ai-e  present,  the  conditions  for 
spreading  are  moi'e  favourable. 

Again,  in  those  cases  in  which  a  tubercular  disease 
of  a  pai'ticular  organ  i-uns  its  course  unchecked  until 
the  death  of  the  patient,  and  yet  is  limited  through- 
out to  that  viscus — e.g.,  the  lung — in  which  it  started, 
it  is  cei'tain  that  many  other  viscera  must  have  been 
exposed  to  the  infection  and  yet  have  escaped,  a  result 
which  must  depend  upon  their  own  power  of  resist- 
ance. It  seems,  indeed,  the  most  simple  explanation 
of  scrofulous  inflammations  to  attribute  their  occur- 
rence to  the  same  cause  as  that  of  tubercle,  i.e.,  the 
tubercle  bacillus,  and  to  explain  the  difference  in 
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result  by  the  greater  powers  of  resistance  of  the  tissues 
themselves. 

nXANXFESTATZONS    OF  SCROFTTIiA. 

The  scrofulous  constitution  is  supposed  to  show 
itself  in  the  features  and  build  of  the  subject.  In  the 
so-called  "  sangviine  "  variety  the  skin  is  thin  and 
transpai'ent-looking,  the  complexion  is  clear,  the  hair 
is  fine  and  light-coloured,  the  eyelashes  are  long,  the 
eyes  ai-e  large  and  bright,  the  face  is  oval,  the  bones 
are  small,  the  muscular  development  slight,  and 
adipose  tissue  scanty.  In  the  "phlegmatic"  form  the 
skin  is  thick  and  the  complexion  muddy,  the  lips  and 
nose  are  thick  and  prominent,  the  hair  is  coarse  and 
dark,  the  eyelashes  are  long,  the  eyes  dark,  the 
features  are  badly  modelled,  and  the  bones  and  limbs 
are  clumsy  and  thick.  In  many  cases  the  typical 
appearances  are  by  no  means  so  strongly  marked  as 
the  above  summary  would  indicate,  and  between  such 
typical  cases  and  those  in  which  the  patient  merely 
exhibits  the  usual  signs  of  weak  and  delicate  health 
all  varieties  may  be  found. 

Among  the  many  ailments  to  which  scrofulous 
patients  are  liable  the  following  are  some  of  the 
commonest.  Further  descriptions  of  the  most  im- 
portant ones  will  be  found  in  detail  in  the  chapters 
devoted  to  special  parts  of  the  body,  such  as  the 
bones,  joints,  &c. 

The  skin  is  frequently  the  seat  of  chronic  eczema- 
tous  inflammations,  which  are  easily  excited  by  the 
slightest  causes,  and  are  most  common  about  the  ex- 
posed parts,  notably  the  head  and  face. 

"Ulcers  also  are  of  common  occurrence.  They  are 
typically  of  in-egular  shape,  but  with  a  tendency  to 
become  circular.  They  are  variable  in  size,  and  their 
base  IS  either  sloughy,  smooth,  and  shiny,  or  covered  by 
pale  and  flabby  granulations  of  irregular  size,  but 
usually  larger  than  natural.  The  pus  secreted  is  scanty, 
shreddy,  and  watery.   The  edges  are  thin,  ragged,  and 
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undermined,  and  both  they  and  the  surrounding  skin 
are  often  blue,  cold,  and  congested.  Chilblains  are 
common  in  scrofulous  subjects,  and  lichen  and  impetigo 
may  also  occur. 

The  disease  of  the  skin  which  is  most  typical  of 
scrofula  is  lupus,  which  must,  indeed,  be  regarded 
as  essentially  a  scrofulous  lesion.  There  are  two 
varieties  of  lupus — Lupus  vulgaris  and  Lupus 
erythematosus. 

Lupus  vulgaris  is  most  commonly  seen  on  the 
face,  and  is  specially  liable  to  attack  the  nose  ;  it 
usually  commences  in  the  young,  and  rarely  begins 
after  the  age  of  five-and-twenty,  although  it  ma}' 
continue  to  recur  at  any  age.  Its  earliest  appearance 
is  in  the  form  of  a  small  pimple,  and  in  other  cases 
there  is  a  collection  of  papules  or  tubercles.  The 
epidermis  is  thinned  and  shiny,  and  beneath  it,  in  the 
cutis,  can  be  seen  a  semi- translucent  growth  of  a 
brownish-yellow  tint,  which  has  been  compared  to 
apple  jelly.  The  affected  skin  is  redder  than  natural, 
and  the  ej)idermis  soon  peels  oft"  and  exposes  a  raw, 
red  surface,  which  slowly  ulcerates.  In  some  cases 
the  edge  of  the  lupoid  ulcer  is  surrounded  by  a  ring 
of  small  papules  like  that  which  preceded  its  formation, 
and  by  a  constant  breaking  down  of  these  growths  the 
ulcer  increases  in  size.  The  discharge  from  the 
ulcerated  surface  is  watery  pus,  mixed  with  epithelial 
scales,  and  readily  forms  a  scab,  around  the  edge  of 
which  ulceration  progresses. 

As  in  other  scrofulous  lesions,  the  inflammatory 
products  tend  to  degenerate,  and  the  tissues  around 
the  edge  of  the  ulcer  become  very  soft  and  friable. 
The  ulceration  is  slow,  but  may  extend  over  ^\-ide 
areas  and  involve  deep  structures.  Thus,  the  nose, 
eyelids,  cheeks  and  lips  may  be  implicated,  and  the 
nasal  cartilages  and  bones  may  be  destroyed.  Even 
if  the  morbid  process  has  ceased,  it  is  peculiarly  liable 
to  recur,  and  treatment  of  all  kinds  not  infrequently 
fails  to  arrest  its  progress.    If  the  ulcers  heal,  the 
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scars  iire  usually  thiii  and  badly  formed,  whilst 
cicatrization  may  progress  in  one  part  and  the  ulcer 
may  extend  in  another  ;  the  scars,  when  formed,  are 
very  liable  to  again  break  down. 

Microscopic  examination  of  a  lupus  patch  shows 
chiefly  cell  exudation  into  the  papillary  layers  of  the 
true  skin,  with  desquamation  of  the  surface  epithe- 
Hum  and  enlargement  of  the  inter-papillary  epithelial 
processes.  The  sebaceous  glands  are  larger  than 
natural  and  their  cells  are  in  a  state  of  proUferation. 
The  exudation  around  the  hair-follicles  generally 
causes  the  destruction  of  the  hair.  Tubercle  bacilli 
are  occasionally  present,  but  are  in  any  case  extremely 
few  and  dilhcult  to  find. 

Lupus  erythematosus  seldom  occurs  in  children, 
and  chiefly  attacks  females  of  middle  age.  It  com- 
mences as  an  erythematous  eruption  ovei*  the  bridge 
of  the  nose,  and  extending  symmetrically  to  the 
cheeks,  thus  acquires  a  shape  which  has  been  compared 
to  that  of  a  butterfly.  The  affected  skin  becomes 
thickened  and  infiltrated  with  inflammatory  products, 
the  epidermis  is  shed  in  branny  scales,  and  finally  scar 
tissue  is  formed  in  the  substance  of  the  derma  and 
causes  contraction  of  the  whole  area  of  affected  skin. 

The  mucous  membranes  in  scrofulous  subjects 
are  peculiarly  liable  to  catarrh.  Thus,  such  patients 
are  more  than  others  predisposed  to  "  catch  cold." 
The  catarrh  of  the  alimentary  tract  is  made  evident 
by  the  foul  breath,  furred  tongue,  and  weak  digestion. 
Stomatitis  and  discharges  from  the  nose  are  of  frequent 
occurrence,  and  enlargement  of  the  tonsils,  with  or 
without  cataiTh  of  the  middle  ear,  is  one  of  the 
most  common  of  aU  the  lesions  met  with  in  struma. 
Phlyctenular  ophthalmia  and  tinea  tarsi  occur  in 
connection  with  the  conjunctiva ;  from  the  vagina 
muco-purulent  discharges  are  common,  and  the 
bladdei'  may  be  irritable  and  unable  to  retain  urine  for 
any  length  of  time. 

The  bones  and  joints  are  as  liable  as  the  soft 
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parts  to  scrofulous  inflammations,  but  their  diseases, 
as  well  as  those  of  the  genito-urinary  organs,  will 
be  described  more  at  length  in  the  chapters  on  such 
subjects. 

The  lymphatic  glands  are  specially  liable  to 
scrofulous  inflammations,  and  it  has  been  pointed  out 
by  Mr.  Treves  that  the  most  frequent  cause  of  their 
enlargement  is  "a  lesion  that  implicates  the  adenoid 
tissues  of  a  mucous  membrane."  The  mucous  mem- 
branes of  the  naso-pharynx  and  of  the  intestinal  and 
bronchial  tracts  are  specially  rich  in  adenoid  tissue, 
and  it  has  already  been  mentioned  that  catari-h  of 
these  surfaces  is  very  common.  So,  therefore,  is  dis- 
ease of  those  glands  common  into  which  the  lymphatics 
of  these  parts  empty.  The  glands  of  the  neck,  thorax, 
and  mesentery  are  infinitely  more  often  diseased  than 
are  those  of  all  other  parts  of  the  body,  and  it  is  quite 
unusual  for  glandular  aflfection  to  follow  strumous 
ulceration  of  the  skin  of  the  extremities  or  caries  of 
bone. 

The  diseased  glands  become  enlarged  very  slowly  as 
a  I'ule,  but  occasionally  their  growth  is  comparatively 
rapid ;  they  vary  in  size,  and  sometimes  altogether 
subside;  after  an  indefinite  length  of  time  they 
become  adherent  to  the  surrounding  parts,  and 
evidences  of  inflammation  slowly  develojj.  The  skin 
becomes  dull  red  and  adherent,  suppuration  ensues, 
and  the  resulting  abscess  opens  through  an  irregular 
ragged  apertiu-e,  which  is  very  slow  to  heal  and  leaves 
an  ugly  scar  ;  suppuration  does  not  occur  in  more  than 
a  small  percentage  of  all  cases.  The  pus  in  such 
abscesses  is  ill-formed,  curdy,  and  shreddy,  and  is 
mingled  with  caseous  material.  Very  often  these 
glandular  swellings  cease  to  grow,  and  remain  sta- 
tionary for  many  years  ;  in  such  instances  calcification 
may  ensue,  and  the  whole  gland  may  be  converted  into 
a  chalky  mass. 

On  section,  a  strumous  gland  is  softer  than 
natural,  and  generally  presents  several  nuisses  of 
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Ciiseous  material  embedded  in  its  substance ;  glands 
which  have  been  long  diseased  may  be  completely 
converted  into  a  caseous  pulp,  with  which  is 
mingled,  in  some  cases,  a  certain  amount  of  ill-formed 
pus. 

Microscopical  examination  shows  the  changes 
common  to  all  chi-onic  inflammations.  The  cells  in 
the  gland  multiply  at  certain  places  which  appear  to 
be  foci  of  the  scrofulous  process,  and  at  the  same 
time  that  they  multiply  they  often  become  larger  and 
more  translucent  than  natural ;  mingled  with  the  cells 
is  some  fibrinous  exudation.  In  the  centre  of  each  of 
the  foci  above  mentioned  fatty  degeneration  of  the 
cellular  elements  soon  ensues,  caseous  masses  are 
formed,  and  after  a  time,  true  elementary  tubercles 
with  giant-cells  and  a  lymphoid  reticulum  appear. 
In  some  cases,  where  the  influence  of  the  scrofulous 
diathesis  is  less  evident,  there  is  a  formation  of 
fibrous  tissue,  though  this  is  seldom  a  prominent 
feature. 
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CHAPTEK  XV. 

SVPHII.XS. 

VEWEREAI.  SORES. 

Venereal  sores  are  of  two  kinds — (a)  the  non-infect- 
ing ;  (6)  the  infecting. 

The  non-infecting  sore  makes  its  appearance 
from  two  to  five  days  after  exposure  to  contagion,  and 
frequently  several  sores  result  from  a  single  inocula- 
tion. 

It  commences  as  a  pustule,  which  bursts  and  dis- 
charges its  contents,  leaving  an  ulcer.  The  latter  is 
generally  circular  in  shape,  sometimes  no  larger  than 
a  split  pea,  but  frequently  extending  over  a  consider- 
able ai-ea  of  skin  ;  the  base  is  grey  and  sloughy,  with 
marked  absence  of  granulations  ;  the  edges  are  usually 
sharply  cut — giving  a  punched-out  appearance  to  the 
sore — but  are  sometimes  ragged  and  undermined  ;  the 
secretion  is  scanty,  and  consists  of  shreddy  and  watery 
pus.  Ulcers  such  as  these  may  occur  on  any  part  of 
the  penis,  but  are  most  common  on  the  glans  and  on 
the  foreskin  immediately  behind  the  corona.  In 
many  cases  the  lymphatic  glands  in  the  groin  in- 
flame and  suppurate,  the  pus  which  is  formed  in 
them  being  capable  of  producing  by  inoculation  sores 
similar  to  the  original  ulcer.  As  a  rule,  non-infect- 
ing soi-es  are  not  indurated,  and  are  therefore  spoken 
of  as  "  soft  sores  ;  "  sometimes,  hoAvever,  they  do  be- 
come indurated,  especially  when  they  extend  into  the 
areolar  tissue  beneath  the  skin.    Venereal  sores  of  all 
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kinds  are  more  liable  than  are  most  ulcers  to  take  on 
ix  phageda5nic  action,  and  by  this  process  considerable 
poi-tions  of  the  penis  may  be  destroyed.  Soft  sores 
do  not  cause  any  constitutional  infection,  and  are 
therefore  called  non-infecting. 

Infecting  sores  are  the  result  of  inoculation 
with  syphilitic  virus.  An  infecting  sore  never  makes 
its'  appeai-ance  earlier  than  ten  days  after  exposure 
to  contagion,  and  most  commonly  does  not  show  itself 
for  about  three  weeks,  whilst  as  long  an  interval  as 
six  or  seven  weeks  may  elapse  between  infection  and 
the  development  of  the  sore.  The  infecting  sore 
presents  three  chief  varieties  : — 

(1)  The  ejjidermis  may  appear  abraded  or  exco- 
riated, and,  peeling  off  in  flakes,  exposes  a  cii-cum- 
.scribed  patch  of  a  livid  purple  colour.  There  is  no 
ulceration  and  no  induration. 

(2)  An  indurated  tubercle  may  form  beneath  the 
epidermis,  and,  the  latter  remaining  intact,  the  surface 
of  the  sore  is  not  excoriated  and  does  not  discharge. 

(3)  A  definite  raised  nodule  may  develop  in  the 
substance  of  the  skin.  It  is  coin-shaped,  being  flattened 
on  the  surface,  with  circular  margins,  and  a  definite 
elevated  edge ;  it  is  veiy  hard,  and  feels  like  a  piece 
of  cartilage  set  in  the  skin.  The  surface  is  red,  raw, 
and  excoriated;  it  discharges  a  thin  watery  fluid, 
which  contains  much  epithelial  debris  and  a  few  leuco- 
cytes. An  infecting  sore  such  as  this  is  a  so-called 
"  Hunterian  chancre  "  or  "  hard  sore." 

Of  these  three  forms  of  infecting  sore,  the  second 
and  the  third  are  the  most  common,  and  the  latter 
more  so  than  the  former.  The  most  usual  situation 
for  all  of  them  is  the  prepuce  just  behind  the  corona 
glandis.  They  are  commonly  single,  but  may  be 
multiple.  Any  of  these  sores,  if  irritated  by  dirt,  by 
friction  of  the  clothes,  or  by  other  agencies,  may  sup- 
purate, but  none  of  them  normally  suppurate  or  form 
ulcers  when  first  developed,  although  at  the  time 
when  constitutional  symptoms  begin,  it  is  by  no  means 
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uncommon  for  the  primary  sore  to  inflame  or  to  secrete 
pus.  The  induration  is  the  result  of  inflammatory 
exudation  into  the  tissues,  and  in  cases  which  are  not 
treated  may  persist  as  long  as  six  or  nine  months,  or 
even  longer.  In  cases  of  infecting  sores  the  lymphatic 
glands  in  the  gi-oin  become  enlarged  and  indurated. 
Often  they  are  neither  inflamed  nor  painful,  but  if 
the  sore  itself  suppurates  from  exposure  to  irritation 
of  any  sort,  then  the  glands  in  the  gi-oin  may  also 
inflame  and  suppurate  ;  if  pus  is  formed  in  them,  it 
has  no  specific  properties,  and  is  not  inoculable. 

It  must  constantly  be  borne  in  mind  that  a  patient 
may  have  exposed  himself  to  the  contagion  of  both 
infecting  and  non-infecting  sores,  and  in  not  a  few 
cases  both  varieties  of  sores  develop  in  the  same 
patient. 

The  non-infecting  and  the  infecting  sores  are  now 
generally  held  to  be  the  result  of  inoculation  with 
diflerent  poisons.  Thus,  a  soft  sore  will  by  inocula- 
tion always  produce  a  soft  sore,  and  an  infecting  sore 
will  always  produce  a  sore  which  is  followed  by  con- 
stitutional symptoms.  A  non-infecting  sore  cannot 
produce  an  infecting  one. 

SX:COn-BARY  STPHXIiXS. 

Syphilis  is  a  specific  and  contagious  disease  pro- 
pagated by  local  contamination. 

An  infecting  sore,  such  as  already  described,  is  the 
usual  precursor  of  constitutional  infection,  but  it 
must,  however,  be  clearly  understood  that  by  the  time 
this  primary  sore  appears  the  system  is  already  con- 
taminated, and  that  excision  of  the  chancre  is  there- 
fore useless  as  a  preventive  measure.  The  sore  itself 
may  justly  be  considered  as  the  first  expression  of  the 
constitutional  disease. 

Further  local  evidences  of  constitutional  infection 
generally  appear  at  about  the  sixth  week  after  the 
development  of  the  primary  sore,  and  are  sometimes 
accompanied  by  slight   continued   pyrexin.  These 
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early  manifestations  of  syphilis  are  liable  to  succeed 
one  another  for  a  space  of  about  a  year  or  eighteen 
months  in  imtreated  cases,  and  to  this  stage  of  the 
disease  the  name  of  secondary  syphilis  has  been 
applied.  In  typical  cases,  after  apparent  complete 
subsidence,  further  local  lesions  make  their  appear- 
ance, and  to  this  stage  the  name  of  tertiai-y  syphilis 
is  given.  It  would,  however,  be  a  grave  error  to 
suppose  that  these  two  periods  and  their  accom- 
panying lesions  are  always  clearly  sei3arated  from  one 
another.  This  is  by  no  means  the  case,  for  lesions 
usually  described  as  tertiary  may  supervene  within 
the  first  twelve  months  after  infection,  and  secondary 
symptoms  may  occur  after  several  years.  It  is  prac- 
tically certain  that  the  varying  severity  of  the  mani- 
festations of  constitutional  syphilis  is  not  in  any  way 
dependent  upon  any  alteration  in  the  character  or 
dose  of  the  original  virus,  but  rather  upon  the  con- 
stitution of  the  patient  in  whom  the  disease  occurs. 
Thus,  I  have  seen  extentive  rupial  ulceration  with 
destruction  of  parts  of  the  lips  and  cheeks  occur  in  a 
woman  within  six  months  of  infection  by  her  husband, 
whilst  the  latter  had  himself  only  suffered  from  slight 
sore  throat  and  a  transient  skin  eruption.  Again, 
there  are  some  men  who,  although  frequently  exposed 
to  contagion,  never  acquire  the  disease,  whilst  others 
are  not  protected,  as  are  most,  by  one  infection, 
but  contract  the  disease  afresh  at  some  future  time. 
In  this  respect  syphilis  merely  resembles  many  other 
diseases,  for  there  are  plenty  of  cases  in  which  per- 
sons are  so  susceptible  to  the  infection  of  measles  and 
scarlatina  that  they  contract  them  as  many  as  three 
or  four  times. 

_  But  although  constitutional  syphilis  difiers  much 
m  severity  in  different  cases,  there  are  certain  local 
lesions  which  typically  occur  in  the  early  or  secondary 
stage  of  the  disease,  and  although  at  fii-st  sight 
they  appear  to  differ  very  widely  from  one  another 
in  their  nature,  such  is  not  really  the  case,  for  in 
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almost  all  of  them  the  same  pathological  process 
is  to  be  found.  The  typical  lesion  of  secondary 
syphilis  is  plastic  inflammation.  The  induration 
of  the  infecting  sore  is  due  to  the  exudation  of  plastic 
lymph ;  and  whether  it  be  the  testis  or  the  eyeball, 
the  arterial  system  or  the  skin,  the  periosteum  or 
the  lymphatic  gland-s,  which  is  the  seat  of  early 
syphilitic  disease,  in  each  and  all  alike  there  is  an 
exudation  of  inflammatory  products,  a  tendency  to  the 
formation  of  young  fibrous  tissue,  and  a  consequent 
thickening  of  the  diseased  part.  In  addition  to  these 
plastic  exudations,  ulceration  occurs  with  consider- 
able frequency  in  some  tissues,  but  it  should  again 
be  remembered  that  the  constitution  of  the  patient 
himself  has  much  to  do  with  the  determination  of 
suppuration. 

It  is  not  possible  to  deal  at  all  exhaustively  with 
the  lesions  of  constitutional  syphilis,  and  it  is  not 
proposed  to  do  more  than  describe  very  briefly  those 
which  are  the  most  important. 

The  cutaneous  system  suffers  very  constantly 
in  syphilis,  and  is  often  the  seat  of  the  most  eai'ly 
evidences  of  constitutional  infection.  The  eruptions 
that  occur  are  various.  One  of  the  commonest  is  a 
roseola,  which  commences  on  the  abdomen  and  thorax, 
extends  afterwards  to  other  parts  of  the  body,  and 
usually  fades  without  treatment  in  the  course  of  a 
few  weeks.  In  such  an  eruption  there  are  numerous 
rose-coloured,  circular  spots,  which  are  sometimes  so 
closely  set  that  there  appears  to  be  but  little  unaltered 
skin,  while  in  other  cases  they  are  very  few  and  faint 
in  colour.  The  spots  are  not  at  all  i-aised,  and 
readily  disappear  on  pressure. 

Mingled  with  this  roseola  there  is  frequently  seen 
a  papular  eruption,  consisting  of  numerous  small 
papillas  of  a  copper  colour,  which  terminate  either  by 
desquamation  or  resolution. 

At  a  later  period  tubercles  may  be  developed. 
They  differ  from  the  papules  chiefly  in  their  size,  and 
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like  the  latter,  are  the  result  of  plastic  exudation  into 
the  papillary  layer  of  the  skin.  The  epithelium  cover- 
ing these  tubercles  almost  always  desquamates,  and 
comes  away  in  very  fine,  powdery  scales.  After  de- 
squamation, the  tubercular  eruption  assumes  a  dull-red 
or  copper  colour.  In  some  patients  the  tubercles 
ulcerate,  in  others  they  do  not,  but  in  either  case  per- 
manent pigmented  scars  are  frequently  left.  The 
forehead — and  face  in  general — is  one  of  the  favourite 
sites  of  these  tubercles,  the  resulting  pigmented  scars 
being  very  unsightly. 

Another  rash,  which  is  one  of  the  earliest  to  appear 
as  well  as  one  of  the  latest  to  persist,  is  the  squamous 
syphihde,  to  which  the  name  of  syphihtic  psoriasis  is 
often  apphed.  The  most  common  sites  of  the  eruption 
are  again  the  abdomen  and  thorax,  and  the  flexor 
aspects  of  the  arms  and  forearms.  The  rash,  con- 
sists of  circular  spots,  slightly  raised  from  the  surface, 
sometimes  white  from  the  presence  of  epithelial  debris, 
and,  when  the  latter  has  been  cast  off,  of  a  dark-reddish 
tint.  The  palms  of  the  hands  and  the  soles  of  the 
feet  are  affected  with  comparative  frequency,  and  in 
these  situations  the  eruption  is  most  persistent  and 
intractable.  The  squamous  syphilide  can  generally 
be  readily  diagnosed  from  simple  psoriasis,  for  there 
is  often  some  other  evidence  of  syphUis ;  it  does  not 
occur,  as  the  simple  form  does  frequently,  in  children ; 
the  elbows  and  knees,  common  sites  for  psoriasis,  are 
usually  not  implicated  j  the  rash  is  common  on  the 
flexor  surfaces  and  on  the  palms  and  soles  ;  it  is  some- 
times mixed  with  other  of  the  syphilitic  eruptions 
already  described,  and  in  its  later  stages  assumes  the 
typical  coppery  colour. 

Pustular  eruptions  are  not  common  in  secondary 
syphihs,  but  one  form  is  met  with  sufliciently  often  to 
deserve  mention.  This  is  the  syphilitic  ecthyma,  in 
which  pustules  form  in  the  skin  and  come  to  the 
surface  and  discharge  their  contents  without  there 
being  at  any  time  marked  pain  or  surrounding  inflam- 
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mation.  After  the  pustule  has  burst,  a  scab  forms  of 
a  circular  shape  and  considerable  thickness ;  it  is  very 
adherent,  and  often  persists  for  a  long  time.  If 
removed,  a  circular  sloughy  ulcer  is  exposed,  which, 
when  not  treated,  again  becomes  scabbed  over,  and 
shows  but  little  tendency  to  heal.  When  cicatrization 
does  occur,  a  circular  and  permanent  scar  remains. 

Such  is  a  very  brief  description  of  the  most 
common  forms  of  skin  eruption  met  with  in  secondaiy 
syphilis,  but,  although  they  have  been  treated  of 
separately,  it  should  be  borne  in  mind  that  one  of 
the  chief  characteristics  of  syphiHtic  rashes  is  that 
they  differ  in  different  parts  of  the  body,  and  in  any 
individual  case  of  syphilis  several  of  the  above  varieties 
may  be  present  at  one  and  the  same  time. 

Most  of  the  eruptions  are  liable  to  assume  the 
copper  tint  after  lasting  for  some  weeks,  and  scars,  if 
formed,  are  sjoecially  liable  to  be  pigmented. 

The  cvitaneous  appendages — the  hair  and  nails — 
suffer  together  with  the  skin  itself.  The  hairs  become 
loosened  in  their  sheaths  by  an  extension  to  them  of 
some  of  the  inflammatory  processes  in  progress  in  the 
skin,  and  are  shed  in  great  immbers.  In  some  cases 
the  head  becomes  completely  bald,  and  the  hair  of  the 
face  may  share  in  the  general  destruction.  In  most 
cases,  baldness  is  not  permanent,  and  after  a  time  the 
hail'  becomes  as  thick  as  before. 

The  nails  are  liable  to  be  attacked  by  a  low  form  of 
inflammation  which  extends  to  the  matrix  and  causes 
much  swelling  and  tenderness  of  the  whole  finger- 
end.  The  ensuing  ulceration  is  most  chronic  and 
intractable,  and  generally  continues  until  the  nail  has 
been  removed  by  the  surgeon,  for,  although  it  is 
loosened  by  the  ulceration,  it  is  comparatively  seldom 
entirely  separated. 

The  mucous  surfaces. — At  the  same  time  that 
the  eruptions  appear  on  the  skin,  the  mucous  mem- 
branes are  commonly  the  seat  of  syphilitic  inflamma- 
tions. 
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On  the  anus,  at  the  junction  of  the  mucous 
lining  with  the  cutaneous  surface,  "  mucous  tubercles  " 
develop.  These  are  warty  growths  with  broad  bases 
of  attachment,  covered  by  a  thin  layer  of  epithelium, 
and  moist  from  the  constant  watery  discharge  which 
exudes  from  them.  They  are  commonly  multiple, 
and,  when  excoriated  or  inflamed,  give  rise  to  con- 
siderable pain.  They  consist  of  young  connective 
tissue,  and  vary  in  size  from  that  of  an  ordinary 
cutaneous  wart  to  that  of  a  hazel-nut. 

The  lips  are  also  liable  to  be  attacked  by  similar 
gi-owths,  which  seldom  attain  so  great  a  size  as  do 
those  around  the  anus.  In  addition,  the  lips  are  often 
cracked,  fissured,  and  superficially  ulcerated.  The 
gums  may  be  in  a  similar  state. 

The  tonsils  are  ulcerated  in  almost  every  case  of 
acquired  syphilis.  They  become  swollen  and  inflamed, 
and  ulcers  of  circular  shape  with  sharply  cut  edges 
penetrate  deeply  into  their  substance  ;  the  base  of 
these  ulcers  is  often  sloughy.  Mucous  tubercles  also 
may  form  on  the  tonsils. 

The  tongue  is  sometimes  involved  in  the  eruptions 
which  occur  on  the  cutaneous  surfaces,  and  is  specially 
liable  to  be  attacked  by  the  squamous  syphilide ; 
mucous   tubercles,   and   superficial    ulceration  are 
■  common  around  its  edges,  but  deep  ulceration  is  rare. 

The  larsmx  may  be  simply  inflamed,  and  its  mu- 
cous membrane  sUghtly  swollen,  or  mucous  tubercles 
and  superficial  ulceration,  such  as  occur  on  the  lips  and 
tongue,  may  be  present.  It  is  to  the  diseased  state  of 
the  larynx  rather  than  to  that  of  the  tonsils  that  the 
hoarseness  which  so  often  occurs  in  secondary  syphilis 
is  to  be  attributed. 

The  nose  is  not  often  afi'ected  in  early  syphilis, 
but  its  mucous  lining  is  occasionally  inflamed  at  the 
same  time  that  the  lips  and  gums  are  attacked. 
_  The  eye. — The  commonest  affection  of  the  eye 
m  secondary  syphilis  is  plastic  iritis.  This  is  accom- 
panied by  pain  and  aching,  with  move  or  less  photo- 
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phobia  and  lachrymation.  An  examination  shows  that 
the  conjunctiva  is  hyper-vascular,  and  the  iris  is 
surrounded  by  the  deep  zone  of  vessels  which  is  the 
usual  accompaniment  of  all  forms  of  iritis.  The 
aqueous  humour  is  turbid  from  admixture  with  in- 
flammatory products,  and  the  colour  of  the  ms  is 
consequently  bluri-ed  and  altered  in  shade.  The  pupil 
is  sluggish,  often  different  in  size  from  its  fellow,  and 
sometimes  irregular.  In  the  anterior  chambei-,  on 
the  margins  of  the  pupil,  and  in  the  substance  of  the 
iris  may  be  seen  beads  of  lymph.  If  syphilitic  iritis 
is  allowed  to  run  its  course  unchecked,  the  plastic 
effusion  is  liable  to  become  organized,  so  that  the  pupil 
is  either  blocked  by  fibrous  tissue,  or,  more  frequently, 
the  iris  becomes  adherent  to  the  lens  capsule  on  the 
one  hand,  or  to  the  cornea  on  the  other.  The  forma- 
tion of  such  adhesions  is  often  followed  by  a  very 
persistent  form  of  chronic  iritis,  which  sometimes 
results  in  a  gradual  extension  of  the  inflammation  to 
the  ciliary  processes  and  choroid. 

The  testes  are  often  attacked  by  plastic  in- 
flammation ;  one  or  both  glands  may  be  involved. 
In  this  form  of  orchitis  there  is  a  general  enlargement 
of  the  testis  from  efi'usion  into  it  of  plastic  exudation, 
which  tends  to  become  organized  into  fibrous  tissue, 
but  which  is  genei-ally  in  great  pai-t  finally  absorbed 
even  in  cases  which  are  not  subjected  to  treatment ; 
on  section,  such  a  testis  will  appear  more  tough  and 
fibrous  than  a  normal  organ.  In  these  cases  the 
inflammation  commonly  extends  to  the  tunica  vaginalis, 
and  efi^usion  of  fluid  into  the  cavity  of  the  latter  is  of 
frequent  occurrence.  The  epididymis  is  not  usually 
implicated  in  the  inflammatory  process,  and,  excej^t  for 
slight  oedema,  the  cord  is  also  free.  Such  a  testis  is 
painless,  and  gives  no  trouble,  except  by  its  size.  It 
is  often  as  large  as  a  hen's  egg,  .smooth,  heavy,  oval, 
not  tender,  with  marked  absence  of  testicular  sensation 
when  .subjected  to  pressure,  and  firm  to  the  touch. 
In  cases  of  long  duration,  the  gland  substance  may  be 
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compressed  by  tJ5e~;^^fiTt€stiton  of  the  fibrous  tissue, 
and  become  atrophied.  TKe  organ  thus  passes  into  a 
condition  of  cirrhosis  entirely  analogous  to  that  which 
is  met  with  in  the  liver  of  drunkards. 

The  diseases  of  the  bones,  joints,  and  arteries 
are  described  in  the  chapters  devoted  to  these  subjects. 


TERTIARV  SYPHII.XS. 

The  typical  lesion  of  tertiary  syphilis  is  the  gumma, 
but,  in  addition,  there  is  a  general  tendency  to  sup- 
purations in  various  pai'ts  of  the  body. 

A  gumma  is  an  inflammatory  new  growth  in  which 
the  cell  exudation  has  a  special  tendency  to  degenerate 
and  form  gummy  or  caseous  masses.  The  exudation  at 
first  is  in  no  way  distinguishable  from  that  of  a  simple 
inflammation,  and  its  initial  tendency  is  to  develop  into 
young  fibrous  tissue.  This  development,  however,  is 
generally  very  imperfect,  for  the  cell-growth  is  not 
sufficiently  vascularized,  and  soon  degenerates  into  a 
caseous  pulp.  The  caseous  material  is  always  found 
in  the  central  or  oldest  part  of  the  gumma,  and  is 
surrounded  by  the  ill-developed  fibrous  tissue  just 
mentioned,  whilst  outside  this  again  the  cell  exudation 
progresses,  and  causes  a  constant  increase  in  the  size 
of  the  swelling.  Three  zones  are  commonly  described 
in  a  gumma — the  outer  or  cellular,  the  middle  or 
fibrous,  and  the  central  or  caseous. 

To  the  naked  eye  a  gumma  presents  on  section  the 
following  appearances.  It  is  a  growth  of  a  white  or 
yellowish-white  colour,  and  tends  to  be  globular  in 
form.  Although  it  may  be  sharply  circumscribed  it  is 
nevertheless  not  encapsuled,  and,  in  some  cases,  it  in- 
filtrates the  surrounding  tissues;  its  consistence 
varies ;  in  some  cases  a  gumma  is  tough  and  leathery, 
m  others  soft  and  pulpy  and  mingled  with  the 
products  of  suppuration. 

As  a  gumma  increases  in  size  it  is  accompanied  by 
all  the  symptoms  of  chronic  inflammation,  and  is  often 
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surrounded  by  much  plastic  exudation.  When  it 
comes  to  the  surface  and  discharges  its  contents,  a 
circular  crater-like  cavity  is  left,  the  edges  of  which 
are  much  undermined,  and  the  base  sloughy.  If  no 
treatment  be  adopted,  healing  is  very  slow,  and  a 
depressed  scar  always  results.  Gummata  vary  much 
in  size,  the  average  growth  being  not  larger  than  a 
walnut,  whUst  swellings  as  large  as  or  larger  than  an 
apple  are  sometimes  seen.  The  commonest  sites  for 
gummata  are  the  muscles  and  subcutaneous  tissues, 
but  they  occur  also  in  the  liver,  kidneys,  spleen,  brain, 
spinal  cord,  tongue,  bursas,  joints,  and  testes.  In 
addition  to  the  deiinite  circular  swellings  to  which 
the  name  of  gumma  should  be  limited,  inflammations 
with  a  tendency  to  the  same  formation  of  caseous 
matter,  but  -without  the  same  cii-cumscription  or 
tendency  to  form  globular  masses,  are  common  in 
tertiary  syphilis,  especially  in  connection  with  the 
osseous  system.  To  such  inflammations  the  epithet 
of  "  gummatous  "  is  well  applied. 

Diseases  of  the  skin  and  cellular  tissue. — 
Ulcers  of  a  peculiarly  unhealthy  and  persistent 
nature  are  of  frequent  occurrence  in  tertiary  syphilis. 
They  may  form  in  any  part  of  the  body,  but  are 
perhaps  most  common  on  the  lower  extremities. 
The  base  of  such  an  ulcer  is  usually  sloughy,  and  the 
pus  secreted  scanty  and  shreddy.  The  edges  are 
sharply  cut,  and  are  often  crescentic  in  shape  ;  these 
ulcers  sometimes  attain  a  considerable  size,  and  when 
occurring  on  the  face  may  simulate  lupus. 

Rupia  is  a  form  of  ulceration  of  the  skin  which 
is  met  with  in  syphilis  alone.  Each  ulcer  com- 
mences as  a  vesicle ;  this  pustulates,  its  contents  are 
discharged,  and  a  scab  forms.  Beneath  the  scab 
ulceration  progresses  eccentrically,  and  fi'esh  scabs 
are  produced.  In  consequence  of  the  constant  increase 
in  circumference  of  the  ulcer,  the  more  recent  scabs 
are  larger  than  the  earlier  ones,  and  a  conical  concre- 
tion is  thus  formed,  the  first  and  smallest  scab  being 
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at  the  apex  of  the  cone.  If  the  scab  is  removed,  an 
unhealthy,  sloughy  ulcer  of  circular  shape,  and  about 
the  size  of  a  sixpence  or  a  shilling,  is  exposed.  "When 
this  has  healed,  a  pigmented  cicatrix  remains.  A 
•  score  or  two  of  such  ulcers  may  be  present  at  the  same 
time  in  a  single  individual. 

Diseases  of  the  mucous  surfaces. — The 
tongue  may  be  the  seat  of  gummatous  growths  or 
of  deep  ulceration.  The  former  occur  chiefly  on  the 
dorsum,  and  often  near  the  tip.  They  vary  in  size 
from  a  pea  to  a  walnut,  and,  when  their  contents  have 
discharged,  a  typical  gummatous  ulcer  remains.  The 
deep  ulceration  may  affect  the  whole  dorsum  of  the 
tongue,  or  a  part  only  of  one  of  the  lateral  margins. 
In  the  former  case  fissures  form,  and  the  whole  surface 
becomes  cracked  and  furrowed.  In  the  latter,  deep 
ulcers,  with  sharply  cut  edges  and  sloughy  bases,  de- 
velop on  the  sides  of  the  tongue,  chiefly  towards  its 
posterior  part,  and  sometimes  closely  simulate  epithe- 
lioma. Both  these  forms  of  ulceration  are  most 
persistent  and  intractable,  and  are,  moreover,  liable 
to  frequent  recurrences. 

The  larynx,  hke  the  tongue,  is  liable  to  be 
destroyed  in  part  by  ulceration.  This  very  frequently 
commences  in  the  epiglottis,  and  may  completely 
destroy  it.  The  ary-epiglottic  folds  are  also  commonly 
involved,  and  the  destructive  process  may  extend  to 
the  true  vocal  cords.  In  bad  cases  the  cartilages  of  the 
larynx  are  attacked,  and  either  ulcerate  or  necrose. 
In  consequence  of  the  very  considerable  formation  of 
fibrous  tissue  which  follows  the  ulceration,  the  glottis 
is  sometimes  stenosed,  and  dyspnoea  results. 

The  alimentary  tract  as  a  whole  is  remarkably 
free  from  syphilitic  disease,  for  although  cases  of 
ulceration  of  the  small  intestines  have  been  recorded, 
the  latter,  as  well  as  the  oesophagus  and  stomach, 
usually  escape.  The  rectum  is  not  so  fortunate,  and 
extensive  ulceration  spreading  up  the  gut  from  near 
the  anus  sometimes  causes  the  formation  of  numerous 
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fistulse,  with  thickening  of  the  gut  and  resulting 
stricture.  In  some  cases  a  fatal  result  ensues  either 
from^long-continuecl  suppuration  or  from  peritonitis. 

Visceral  syphilis. — This  subject  is  too  large  to 
be  dealt  with  at  any  length  in  the  present  work,  and 
it  must  suffice  to  mention  briefly  the  chief  changes  that 
are  found. 

The  lungs  and  heart  are  not  often  affected,  but  the 
former  may  be  the  seat  of  fibroid  induration,  and  in 
the  latter  organ  gummata  may  develop. 

The  abdominal  viscera  are  more  frequently  diseased. 
In  the  liver  and  spleen  gummata  are  common,  and  in 


Fig.  12. 


Section  of  a  Syijliilitic  Testis,  with  gunvmata  of  various  sizes. 

the  former  viscus  the  capsule  may  be  thickened  by 
peri-hepatitis,  and  bands  of  fibrous  tissue  may  develop 
in  its  substance ;  by  the  contraction  of  these  bands 
the  hver  becomes  puckered,  and  its  surface  deeply 
fissured  and  irregularly  lobed.  Gummata  may  form 
in  the  kidneys  also,  but  are  less  common  than  in  the 
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liver  and  spleen.  In  all  these  viscera  there  is  often, 
in  addition  to  other  lesions,  amyloid  degeneration. 

Both  the  brain  and  spinal  cord  are  liable  to  gum- 
matous disease,  and  sclerosis  may  result  from  the  for- 
mation and  contraction  of  fibrous  tissues.  The  peri- 
pheral nerves  also  are  occasionally  the  seat  of  syphili- 
tic inflammation. 

In  the  testes  gummata  are  met  with  ;  they  occupy 
the  body  of  the  gland  rather  than  the  epididymis, 
and  are  prone  to  break  down  and  discharge  through 
the  scrotum.  A  testis  with  gummatous  growths  is  in 
the  early  stage  nodular  and  of  irregular  shape,  and 
later  on  is  often  in  great  part  destroyed ;  both  testes 
may  be  afiected.   (See  Fig.  12.) 

•  The  syphilitic  diseases  of  the  eye  are  both  numerous 
and  destructive ;  the  most  important  are  diffuse  in- 
flammation of  the  choroid  and  retina,  and  chronic 
inflammation  of  the  ii'is  and  ciliary  region. 

The  diseases  of  the  bones,  joints,  and  vessels  in  ter- 
tiary syphilis  are  described  in  the  chapters  devoted  to 
these  subjects. 

CON-GEiriTAI.  SYPKZI.XS. 

Syphilis  may  be  transmitted  to  the  offspring  by 
either  parent,  and,  when  inherited  from  the  father, 
the  mother  may  herself  become  infected  from  the  child 
without  the  occurrence  of  any  primary  sore. 

A  syphilitic  infant  frequently  shows  no  evident  signs 
of  disease  at  the  time  of  birth,  and  none  may  appear 
for  several  weeks.  In  other  cases  the  child  is 
evidently  syphihtic  when  born.  The  disease  often 
results  in  the  death  of  the  fostus  whilst  in  utero,  a 
fact  which  readily  explains  the  frequency  of  mis- 
carriage in  mothers  who  are  pregnant  by  syphilitic 
husbands. 

_  One  of  the  earliest  symptoms  of  congenital  syphilis 
IS  a  diflficulty  in  breathing,  which  has  earned  for  the 
disease  the  popular  name  of  "the  snuflies."  This  is 
due  to  inflammation,  and  possibly  ulceration,  of  the 
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mucous  membrane  of  the  nose,  with  consequent  catarrh 
and  obstruction  to  the  free  entry  of  air.  In  bad  cases, 
on  account  of  the  interference  with  the  nasal  respira- 
tion, the  child  has  great  difficulty  in  sucking. 

Within  a  few  weeks,  eruptions  appear  on  the 
cutaneous  and  mucous  surfaces,  especially  on  the 
buttocks.  The  eruption  differs  in  different  cases,  and 
in  different  parts  of  the  body  in  the  same  case. 
Sometimes  there  are  rose-coloured  spots,  and  with 
these  may  be  mingled  others  of  a  distinct  coppery 
colour.  On  the  palms  of  the  hand  and  soles  of  the 
feet  the  eruption  is  generally  squamous,  and  the 
epidermis  desqviamating.  Around  the  anus,  in  the 
groins,  and  at  the  angles  of  the  mouth  mucous  tubercles 
are  common.  Occasionally  the  eruption  is  vesicular, 
and  large  huWse  are  formed ;  to  such  a  rash  the  name 
of  "  syphihtic  pemphigus "  is  applied.  The  whole 
skin  is,  in  bad  cases,  much  wrinkled,  dry,  and  dirty, 
and  the  child  looks  prematurely  old  and  wizened. 
Cracks  and  fissures  are  common  about  the  angles  of 
the  mouth,  and  often  leave  pale  radiating  scars  which 
permanently  mark  the  patient  and  afford  valuable 
evidence  of  the  disease. 

There  is  frequently  considerable  disturbance  of 
the  gastro-intestinal  tract,  with  tumid  abdomen  and 
diarrhoea.  The  abdominal  viscera  may  be  enlarged 
either  by  amyloid  disease  or  by  simple  congestion  and 
fibroid  thickening.  The  milk-teeth  are  late  in  being 
cut,  and  are  liable  to  early  decay ;  they  do  not, 
however,  exhibit  any  change  which  is  typical  of 
syphilis. 

The  osseous  system  exhibits  lesions  which  are 
amongst  those  most  characteristic  of  the  disease. 
They  have  been  especially  described  by  Drs.  Barlow 
and  Lees  in  England,  and  by  Professor  Parrot  in 
France.  These  lesions  are  of  two  Idnds — ( i )  atrophic, 
(2)  osteophytie. 

In  the  bones  of  the  skull  the  atrophic  lesions  nre 
of  two  varieties.    In  the  one  the  bone  is  not  diminislied 
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in  thickness,  but  its  substance  undergoes  a  degenera- 
tive change,  with  the  production  of  a  gelatinous-like 
material,  the  bone-salts  being  removed.  In  the  other 
there  is  sunple  atrophy  of  the  cranial  bones  at  those 
parts  where  they  are  exposed  to  the  greatest  pressure, 
the  bone  being  thinned  away  until  the  brain  is  only 
covered  by  a  transparent  membrane.  In  this  condition 
—which  is  almost  exactly  similar  to  that  which  is 
met  with  in  rickets,  and  to  which  also  the  name  of 
"  craniotabes  "  is  applied— the  soft  places  in  the  skull 
can  be  readily  felt  by  the  finger  during  life  ;  this  is  not 
the  case  with  the  gelatiniform  degeneration. 


Fig.  13. 


Skull  from  a  case  of  Congenital  Syphilis,  shomng  the 
symmetrical  bosses  over  the  frontal  and  parietal  bones 
which  result  from  periostitis. 

The  osteophytic  lesions  of  the  skuU  are  very  typical, 
and  are  the  result  of  a  chronic  periosteitis.  In  them 
there  is  a  production  of  new  bone  from  the  periosteum, 
with  consequent  thickening  of  the  calvaria.  This 
thickening  occurs  in  very  definite  situations,  and  is 
almost  invariably  symmetrical.  The  sites  for  the 
thickening  are  the  parietal  and  frontal  bones  on  each 
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side  of  the  middle  line,  and  in  close  proximity  to  the 
anterior  fontanelle.  In  these  situations,  rounded, 
raised  bosses  of  bone  are  formed,  which  sometimes 
attain  a  thickness  of  half  an  inch  or  more,  and 
produce  a  most  peculiar  and  characteristic  appearance. 
(Skulls  so  altered  in  shape  are  fi-equently  called 
"  natiform." 

In  the  long  bones  the  atrophic  lesions  are  limited 
to  the  epiphysial  ends.    They  are  characterized  by  ex- 
cessive calcification  of  the  cartilage  matrix,  and  the 
consequent  formation  of  a  very  imperfect  bone,  and 
by  the  absorption  of  the  bone  already  produced.  In 
consequence  of  these  alterations  in  structure,  the 
attachment  of  the  diaphysis  to  the  epiphysis  becomes 
weakened,  and  complete  separation  is  readily  produced 
by  the  application  of  slight  violence.    Wlien  this 
separation  occurs,  suppuration  occasionally  ensues. 
In  these  cases  of  disease  of  the  epiphysial  ends,  there 
may  be  a  spurious  paralysis,  which  is  dependent  upon 
the  pain  caused  by  movement  as  well  as  on  the 
inherent  weakness  of  the  bone.    Gelatiniform  degene- 
ration, such  as  affects  the  skull,  is  also  met  with  in 
the  long  bones. 

The  osteophytic  lesions,  which  here,  as  in  the  skull, 
are  of  an  inflammatory  nature,  are  much  more  common 
than  are  the  atrophic  ones ;  the  bones  most  commonly 
affected  are  the  humerus,  tibia,  femur,  and  ulna, 
although  no  bone  is  altogether  exempt.  The  forma- 
tion of  osteophytes  is  in  some  cases  very  extensive,  and 
the  osteophytes  themselves  present  various  appear- 
ances. In  one  variety,  described  by  Parrot  as  the 
"  osteoid,"  there  is  a  production  of  new  bone  which  is 
rather  more  spongy  than  normal  osseous  tissue,  and  is 
deposited  in  a  series  of  layers  placed  one  on  the  other, 
and  each  separated  from  the  one  beneath  by  a  layer 
of  medulla.  In  other  cases  the  new  formation 
beneath  the  periosteum  is  hardly  at  all  calcified,  and 
consists  rather  of  fibrous  tissue  of  a  yellowish  colour, 
slightly  vascular,  and  simulating  the  animal  matrix  of 
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bone.  To  this  variety  of  osteophytic  groAvth  Parrot 
has  applied  the  term  "  rachitic,"  but  between  it  and 
the  osteoid  variety  all  grades  may  be  found. 

The  above  are  the  chief  forms  in  which  congenital 
syphilis  manifests  itself  in  the  infant.  Later  in  life 
other  changes  occur,  which  are  too  extensive  to  permit 
of  lengthened  description. 

The  cornea  may  be  the  seat  of  interstitial  keratitis, 
an  affection  which  commences  in  one  eye  and  goes  on 
to  produce  a  more  or  less  complete  opacity  of  the 
whole  cornea,  but  afterwards  tends  to  clear  up,  and 
generally  leaves  only  a  few,  slightly  opaque  patches. 
The  other  eye  begins  to  be  affected  at  the  time  when 
the  eye  first  attacked  is  improving,  and  passes  through 
similar  stages  of  disease.  The  retina,  the  iris,  and  the 
choroid  may  be  attacked  by  chronic  inflammations. 

Fio.  14. 


Notched  aud  jaggod  teeth,  from  ca  case  of  Congenital  Syphilis. 

Deafness  is  liable  to  supervene  very  suddenly  in 
early  childhood,  and  to  result  in  complete  loss  of  hear- 
ing. It  is  apparently  of  nervous  origin,  and  occurs  in- 
dependently of  all  external  cause  or  apparent  change 
in  the  conducting  media.  Chronic  inflammation  of 
the  tympanum,  with  thickening  of  the  membrane,  is 
also  met  with  in  congenital  syphilis. 
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The  permanent  teeth  are  in  some  cases  deformed 
in  a  very  typical  manner.  The  central  incisors  are  small 
and  ill-developed,  are  separated  from  one  another  by 
a  larger  space  than  is  usual,  and  are  deeply  notched 
on  their  cutting  edges.  It  is  to  this  notching  that  the 
greatest  importance  is  to  be  attached.  The  lateral 
incisors  and  the  canines  are  brittle,  and  the  enamel  is 
broken  away  at  their  free  edges  so  as  to  leave  a 
portion  of  the  dentine  protruding,  like  the  peg  of  a 
peg-top,  from  the  rest  of  the  crown.  All  the  teeth  are 
liable  to  premature  decay.    (See  Fig.  14.) 

Ulcerations  of  the  skin  and  gummata  are  of 
common  occurrence  in  congenital  sypliilis ;  they  do 
not  differ  from  similar  lesions  in  patients  who  have 
acquired  the  disease. 

Chronic  osteitis  and  periostitis  ai-e  not  in- 
frequently met  with  in  children  of  about  six  to  twelve 
years  of  age.  They  affect  chiefly  the  long  bones,  and 
in  some  cases  attack  several  bones  in  the  same  patient, 
causing  much  deformity  by  the  great  thickening,  as 
well  as  curvature  and  lengthening,  which  they  produce. 
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TUMOURS. 

A  TUMOUR  is  a  mass  of  newly  formed  tissue  tending 
to  grow  and  persist  independently  of  the  structures 
amongst  whicli  it  is  placed,  and  not  serving  any  useful 
or  physiological  purpose.  Thus,  a  tumour  differs  in 
all  these  particulars  from  a  mere  hypertrophy,  which 
is  commonly  the  direct  or  indirect  result  of  local 
changes  in  nutrition,  or  is  a  consequence  of  increased 
physiological  requirements,  and  which,  moreover, 
instead  of  persisting,  as  a  tumour  usually  does,  is 
liable  to  subside  when  the  stimulus  which  induced  it 
has  passed  away.  In  another  respect  also  a  tumour 
differs  from  a  mere  hypertrophy,  for,  whilst  in  the 
latter  the  natural  shape  of  the  organ  or  tissue  is 
preserved,  a  tumour  forms  a  definite  swelling  or  out- 
growth, which  usually  spoils  the  normal  symmetry  of 
the  part. 

From  inflammatory  swellings  a  tumour  differs  in  its 
tendency  to  persist,  and  not  to  terminate  in  resolution 
or  suppuration ;  in  its  origin,  which  is  frequently  in- 
dependent of  all  exciting  causes ;  and  in  its  intimate 
structure,  which  is  usually  materially  different  from 
that  seen  in  inflammatory  growths. 

Again,  a  tumour  being  defined  as  a  "  mass  of  newly 
termed  tissue,"  it  is  evident  that  swellings  caused  by 
extmvasation  of  blood,  by  displacement  of  an  organ,  or 
by  distension  with  fluid  of  a  pre-existing  cavity,  such 
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as  the  tunica  vaginalis  or  a  bursa,  cannot  be  included 
under  this  head. 

CAUSES  OF  TirnrOTTRS. 

The  causes  of  tumours  are  but  little  known, 
and  even  in  those  cases  where  their  origin  is  distinctly 
traceable  to  injury  or  irritation  we  are  at  present 
quite  unable  to  explain  why  in  the  vast  majority  of 
cases  these  usually  produce  inflammatory  changes, 
whilst  in  the  few  they  cause  tumour-growth.  The 
following  theories  have  been  advanced,  and,  as  they 
all  have  something  to  support  them,  they  may  be 
briefly  considered. 

First,  inclusion  theory,  or  embryonic  hypo- 
thesis of  Cohnheim. — According  to  this,  tumours 
are  developed  from  embryonic  cells,  which,  having 
been  produced  in  greater  numbers  than  are  requii-ed 
for  the  formation  of  the  foetal  tissues,  remain  in  the 
locality  in  which  they  originally  grew,  and  are  lighted 
up  into  active  growth  either  by  the  application  of 
some  artificial  irritation  or  by  the  normal  physiological 
activity  of  the  part  excited  in  a  natural  manner. 

In  support  of  this  theory  it  is  pointed  out  that  moles, 
which  are  composed  of  connective-tissue  cells,  may 
develop  in  later  life — and  especially  if  irritated — into 
melanotic  sarcomata;  that  the  exostoses  which  are 
common  at  the  articular  ends  of  long  bones  un- 
doubtedly develop  from  portions  of  epiphysial  carti- 
lage which  have  been  left  uncalcified  in  the  shaft; 
and  that  many  tumours  originate  in  parts  of  the  body 
in  which  structures  pi-esent  in  foetal  life  have  been  sup- 
pressed, or  in  parts  where,  in  the  jarocess  of  closure  of 
clefts  or  involutions  of  epithelium,  it  appears  probable 
that  more  cells  than  could  be  utilized  might  have 
been  included.  For  example,  epithelioma  is  most 
common  at  the  junction  of  mucous  membrane  wdth 
skin,  and  in  parts,  like  the  rectum  and  uterus,  where 
a  junction  has  been  effected  during  foetal  life  between 
the  viscera  and  the  surface  of  the  body.  Although, 


CAUSES  OF  TUMOUES.  131 

however,  this  theory  is  an  attractive  one,  it  by  no 
means  accounts  for  even  a  considerable  proportion  of 
'  all  tumours,  and  is  not  sufficiently  supported  by  either 
physiological  or  histological  research  to  allo>v  of  its 
general  acceptance. 

Second,   hereditary   influence  In  a  certain 

number  of  cases  of  tumour  a  clear  family  history  of 
similar  growths  may  be  obtained.  This  of  course 
does  not  prove  that  tumours  are  of  constitutional 
origin,  for  they  may  be  inherited  as  local  affections, 
just  as  may  club-foot  or  other  deformities. 

_  Third,  irritation   and   injury  Whilst  foetal 

mclusion  and  hereditary  taint  may  act  as  predisposing 
causes,  irritation  and  injury  may  be  considered  as 
exciting  causes  of  tumour-growth.  Thus,  irritation  of 
the  skin  by  acrid  matters  may  produce  warts,  e.g.,  in 
workers  m  tar  or  petroleum,  or  may  promote  epithe- 
lioma, as  m  sweeps'  cancer  of  the  scrotum.  Again 
the  mechanical  irritation  of  a  mucous  surface,  such 
as  that  of  the  hp  or  tongue  by  a  sharp  tooth,  a  iagged 
pipe  excessive  smoking,  &c.,  may  result  in  the  pro- 
auction  of  a  similar  growth. 

But,  whilst  long-continued  irritation  often  prfecedes 
warty  or  epitheliomatous  tumours,  the  occurrence  of 
sarcomata  is  influenced  rather  by  direct  and  sudden 
mjury,  especially  in  the  form  of  contusion.  Thus  a 
blow  on  the  testis  may  precede  sarcoma  of  that  organ 

.  siLix  orbo'n^^  '^^^  p--^-' 

Fourth,  physiological  activity  and  decline. 

life  in  ^"^^  ^«P««i^%  prone  to  develop  in  early 

DEVEI.oPME»rT  AXfl,  MGEITERATIOlvr  OP 
TUMOURS. 

Whatever  may  be  the  cause  or  causes  of  a  tumour, 
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when  once  it  lias  developed,  it  almost  always  persists, 
and  commonly  continues  to  grow.  It  is  true  that 
some  growths  occasionally  disappear  spontaneously, 
e.g.,  warts  and  lipomata,  and  that  others,  e.g.,  the  can- 
cellous exostoses  of  the  long  bones,  after  a  time  cease 
to  increase  in  size.  These,  however,  are  exceptions, 
and  a  tumour,  as  above  stated,  is  characterized  both 
by  its  persistency  and  its  tendency  to  increase. 

In  some  cases  the  structure  of  a  tumoui'  undergoes 
changes  in  its  further  development,  and,  putting 
aside  for  the  present  the  ulceration  wdiich  is  common 
in  malignant  growths,  it  may  be  said  that  these 
changes  are  generally  of  a  degenerative  nature. 

Calcareous  degeneration  is  one  of  the  common- 
est changes,  and  is  often  seen  in  enchondromata,  and 
more  rarely  in  fatty  tumours  whose  rate  of  increase 
is  very  slow,  or  which  have  ceased  to  grow. 

Mucoid  degeneration  is  also  seen  in  cartila- 
ginous tumours  as  well  as  in  many  of  the  sarcomata, 
and  is  characteiized  by  a  gelatinous,  semi-translucent 
appearance,  or  else  by  the  formation  of  a  cyst  con- 
taining viscid  fluid  resulting  from  liquefaction  of  the 
matrix. 

Fatty  degeneration  is  met  with  especially  in  the 
epithelial  cells  of  cancerous  gi'owths,  but  occasionally 
in  the  sarcomata  and  in  innocent  tumours. 

Inflammation  is  a  rare  complication  of  malignant 
tumours,  but  is  still  more  rarely  met  with  in  innocent 
growths.  It  is  characterized  by  the  usual  local  signs, 
and  may  terminate  in  suppuration.  I  have  seen  this 
in  both  carcinomata  and  sarcomata— in  several  cases 
of  the  former  in  the  female  breast,  and  in  the  latter 
in  the  neck  and  testis.  It  is  a  complication  to  be 
remembered,  for  the  presence  of  pus  is  usually  to  be 
looked  upon  as  contra-indicating  new  growth. 

Slougihng  is  a  very  rare  occurrence  in  tumours, 
and  is  limited  to  a  few  instances  of  large  fatty  or 
soft  fi)3rous  masses,  and  to  cancers.  _ 

Hsemorrhagic  infiltration  is  often  seen  in  soft 
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sarcomata,  and  more  rarely  in  other  tumours ;  it 
sometimes  causes  a  rapid  increase  in  size  of  cystic 
growths,  and  may  thus  simulate  malignancy. 

DXFFEREIO'CES  BETWEEN'  XXriTOCEN'T  ANT> 
IVIAI.ZCN'AIil-T  TUmOTTRS. 

All  tumoui's  are  for  clinical  purposes  roughly 
divided  into  two  large  groups,  the  innocent  and  the 
malignant.  To  the  special  characteristics  of  each 
of  these  groups  it  will  now  be  necessary  to  turn  before 
passing  on  to  consider  the  structure,  of  the  different 
forms  of  new  growth. 

Malignant  tumours  differ  from  innocent  ones  in 
the .  following  particulars: — i.  Mode  of  growth; 
2,  glandular  affection ;  3,  dissemination  ;  4,  affection 
of  the  general  health;  5,  local  recurrence  after  re- 
moval. 

I.  Mode  of  growth. — All  malignant  growths 
tend  to  infiltrate  the  tissues  in  which  they  develop, 
and  in  this  respect  differ  essentially  from  innocent 
tumours,  such  as  Upomata,  fibromata,  &c.,  which 
simply  push  the  structures  to  one  side,  or  separate 
them  from  one  another.  Malignant  growths  are 
practically  never  thoroughly  encapsuled,  but  blend 
with  and  are  inseparable  from  the  structures  around 
them.  Into  these  they  grow,  and  on  these  they  feed, 
so  that  in  time  the  tissues  are  replaced  by  the  growth. 
But,  in  addition  to  infiltration,  a  malignant  tumour 
increases  loith  much  greater  rajnclity  than  does  an 
innocent  one.  Its  blood-supply  is  large,  its  cell  mul- 
tiplication rapid,  and  within  three  or  four  months  it 
may  attain  a  considerable  size.  The  skin  covering  it 
is  at  first  tightly  stretched,  but  soon  becomes  red 
and  shiny,  then  dimpled,  puckered,  and  adherent, 
and  finally,  giving  way,  allows  the  protrusion  of  a 
bleeding,  soft,  pulpy  mass.  Exposure  to  the  air  is  soon 
followed  by  decomposition,  with  foul  smell,  and  fetid 
secretion,  and  the  patient  is  worn  out  by  the  com- 
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bination  of  septic  conditions  and  profuse  discharge 
of  blood  and  pus. 

2.  Glandular  affection.— One  of  the  best  marked 
and  most  widely  recognized  signs  of  maUgnancy  is 
the  occurrence  of  secondary  growths  in  the  neigh- 
bouring lymphatic  glands.  Enlargement  of  glands 
near  a  tumour  may  be  due  to  irritation  or  inflamma- 
tion, but  these  have  nothing  to  do  with  the  glandular 
afFection  under  consideration,  which  consists  in  a  re- 
production in  the  gland  of  the  exact  counterpart  of 
the  primary  growth,  so  perfect  that  any  slight  pecu- 
liarities in  the  original  tumour  can  be  easily  recog- 
nized in  the  glandvilar  enlargement. 

But  although  glandular  afFection  is  good  evidence 
of  malignancy,  whether  the  glands  shall  or  shall  not 
be  occupied  by  secondary  growths  in  any  given  case 
depends  on  two  conditions — («)  the  character,  and 
(5)  the  locality  of  the  growth. 

As  regards  the  character,  it  may  be  said  that, 
speaking  generally,  the  carcinomata  more  often  cau.se 
glandular  affection  than  do  the  sarcomata,  and  that 
the  epitheliomata  are  of  all  tumours  those  most  likely 
to  give  rise  to  this  complication.  The  sarcomata  do, 
however,  in  many  cases  affect  the  glands,  one  variety 
— the  melanotic — invariably  doing  so. 

As  to  locality,  carcinomata  in  certain  situations,  such 
as  the  oesophagus,  stomach,  and  superior  maxillaiy 
bone,  comparatively  seldom  cause  secondary  growths  in 
the  lymphatics ;  whilst,  on  the  other  hand,  sarcomata 
of  the  testis  almost  always  affect  the  glands,  though 
similar  growths  in  the  breast  hardly  ever  do  so.  For 
further  information  on  these  jjoints  reference  must  be 
made  to  the  chapters  on  the  diseases  of  the  various 
tissues  and  organs. 

3.  Dissemination. — The  reproduction  of  a  growth 
in  other  parts  of  the  body,  often  far  removed  from 
tlie  seat  of  the  primary  tumour,  is  justly  regarded 
as  evidence  of  the  worst  kind  of  malignancy,  No 
viscera  are  exemjit,  and  the  bones,  muscles,  and 
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central  nervous  system  may  any  or  all  be  implicated. 
As  in  the  case  of  the  glands,  the  secondary  tumours 
exactly  resemble  the  primary  growth,  and  the  occur- 
rence or  absence  of  dissemination  is  dependent  on  the 
structure  and  position  of  the  primary  tumour.  The 
gl•o^vths  which  disseminate  most  rapidly  are  the  round- 
celled  sarcomata  and  the  encephaloid  cancers. 

4.  A£Fection  of  the  general  health. — The 
term  "  cancerous  cachexia  "  has  for  long  been  employed 
to  indicate  the  wasted  form  and  enfeebled  health 
which  so  often  accompany  the  development  of  a 
mahgnant  tumour;  and,  although  the  old  idea  that 
the  cachexia  was  of  a  special  kind  peculiar  to  cancers 
is  no  longer  upheld,  there  is  no  doubt  that  the  general 
health  does  become  affected,  and  that  a  patient  often 
wastes  to  an  extent  which  is  out  of  proportion  to  the 
apparent  demands  made  by  the  disease  upon  his  vital 
resources.  Emaciation  becomes  more  marked  when 
the  viscera  are  implicated,  and  special  symptoms  are 
developed  according  to  the  particular  viscus  affected. 

5.  Local  recurrence. — AJmost  all  tumours  which 
show  their  malignancy  in  one  of  the  ways  already 
mentioned  are  also  prone  to  recur  locally  when 
removed;  but  many  growths  which  do  not  tend  to 
become  disseminated  do  tend  to  recur  locally  and 
sometunes  to  affect  the  glands.  Such  growths  as 
these  are  said  to  have  a  "  limited  malignancy,"  the 
chief  of  them  being  the  fibro-sarcomas  or  reciurent 
fibroids  of  the  skin  and  subcutaneous  tissues,  the 
rodent  ulcers,  and  to  a  less  extent  the  cutaneous 
epithehomata  of  the  body  and  of  the  lips.  In  some 
cases  the  tumour  recurs  time  after  time  in  the  scar 
left  by  the  operation,  and  may,  by  its  local  extension 
and  implication  of  vital  structures,  destroy  life  with- 
out causing  any  glandular  affection  or  becoming  dis- 
seminated in  the  viscera. 

CLASSirZCATIOW  OT  TUMOURS. 

AH  tumours  may  be  placed  in  one  of  three  classes— 
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I.,  connective-tissue  growths;  II.,  epithelial  growths; 
III.,  cysts. 

Both  the  first  and  second  classes  may  be  again  sub- 
divided into  innocent  and  malignant,  and  the  whole 
tabulated  according  to  their  structure  as  follows  ; — 

,       I.  Connective-tissue  tumours — 
Innocent : 

Fibroma. 

Myxoma. 

Lipoma. 

Chondroma. 

Osteoma. 

Lymphoma. 

Lymphangioma. 

Myoma. 

Neuroma. 

Angeioma. 
Malignant : 

rfarcoma. 

II.  Epithelial  tumours — 

Innocent : 

Adenoma. 

Papilloma. 
Malignant : 

Carcinoma. 

III.  Cysts. 

In  the  following  pages  the  general  structiire  of 
the  varioiis  growths  will  be  described ;  but,  as  their 
clinical  course  and  beha^riour  vary  much  with  their 
position,  I  have  chosen  to  deal  with  them  in  detail  in 
the  chapters  on  the  different  organs  and  tissues  of 
the  body. 


(    137  ) 


CHAPTER  XVII. 

INNOCENT  CONNSCTIVE-TISSUE 
TUJRXOURS. 

All  the  connective-tissue  tumours  are  developed  from 
connective-tissue  cells,  which,  in  the  case  of  the  inno- 
cent growths,  are  further  developed  into  some  struc- 
ture which  is  an  exact  imitation  of  one  or  other  of 
the  various  connective  tissues  found  in  the  normal 
adult  body.  In  the  malignant  growths — the  sarco- 
mata— the  cells  remain  in  a  more  or  less  undeveloped 
or  embr-yonic  state,  and  form  large  masses  such  as 
are  met  with  normally  in  the  foetus  alone. 

FIBROMATA. 

The  fibromata  are  tumours  composed  of  fibrous 
tissue,  and  just  as  in  the  human  body  fibrous  tissue 
may  be  loose  and  succulent,  e.g.,  in  the  scrotum  and 
eyelids,  or  dense  and  firm,  as  in  the  ligaments  and 
tendons,  so  also  the  fibromata  may  be  soft  or  hard. 
In  the  one  case  they  are  composed  of  loose  fibrillar 
tissue  with  large  spaces  and  many  cells,  in  the  other 
of  densely  packed  bundles  of  fibres  closely  interlaced. 
The  fibromata  grow  slowly,  and  are  but  slightly 
vascular'. 

The  soft  fibromata  are  most  common  on  the  inner 
side  of  the  upper  arm  and  thigh,  close  to  the  axilla 
or  the  perineum,  and  are  more  rarely  met  with  in  the 
labia  and  scrotum,  on  the  scalp,  and  in  the  subcutaneous 
tis.sue  in  other  parts  of  the  body.    They  often  attain 
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a  considerable  size,  and  may  weigh  several  pounds. 
They  are  commonly  pedunculated  and  pendulous! 
Occasionally,  fluid  accumulates  in  the  intercellular 
spaces,  and  forms  cysts. 

The  hard  fibromata  occur  on  the  periosteum  of 
the  jaw-bones  as  epulides,  or  on  that  of  the  bones  of 


Fig.  15. 


Hard  Fibroma  from  the  SuboutaDeous  Tissue. 
(Crouch,  i  iuch.) 

the  nose  as  fibrous  polypi.  More  rarely  they  are  seen 
in  the  inter-muscular  septa,  on  the  nerves  as  "  false 
neuromata,"  as  well  as  in  the  breast,  where,  mixed 
with  gland  tissue^  they  are  called  adeno-fibromata. 

MVXOIVCATA. 

Myxomata  are  tumours  composed  of  mucous  tissue. 
There  are  all  grades  between  a  soft  fibroma  and  a 
myxoma,  and  the  latter  may  be  justly  looked  ujion  as 
a  soft  fibroma  the  intercellular  substance  of  which 
has  been  replaced  by  mucin.  Such  a  metamorphosis, 
if  complete,  would  leave  only  the  branched  connective- 
tissue  cells,  enclosing  spaces  containing  viscid  fluid, 
but  it  is  very  rarely  that  a  pure  myxoma  of  such  a 
structure  is  found,  all  those  that  I  have  myself  ex- 
amined containing  some  intercellular  fibrous  tissue. 

The  myxomata  form  soft,  gelatinous,  semi-translu- 
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cent  tumours,  generally  pedunculated,  and  yielding  a 
viscid  fluid  on  section.  The  microscope  shows  swollen 
fibrous  tissue,  and  a  network  formed  by  the  branching- 
processes  of  connective-tissue  cells. 

Fig.  16. 


Myxoma  from  the  Middle  Turbinate  Bone. 
(Crouch,  J  inch. ) 


Secondary  changes  are  common,  for,  on  account  of 
the  deUcacy  of  their  structure,  extravasations  of  blood 
into  the  substance  of  the  mysomata  are  of  frequent 
occurrence,  and,  the  thin  pedicle  being  liable  to  be- 
come twisted,  the  tumoui-s  may  inflame  or  slough. 

Clinical  characters. — Myxomata  may  develop 
at  any  time  of  life,  and  are  almost  Kmited  to  mucous 
surfaces,  such  as  the  nose,  bladdei^  uterus,  &c.,  where 
they  form  the  well-known  mucous  polypi. 

IiXPOIVXATA. 

Lipomata  are  tumours  composed  of  fat.  They  form 
lobulated  gi^owths,  and  may  attain  a  great  size,  some- 
times weighing  many  pounds.  They  are  surrounded 
by  a  firm  fibrous  capsule,  which  is  closely  adherent  to 
the  neighbouring  tissues,  though  loosely  attached  to 
tlie  tumour.  Of  this  fact  advantage  is  taken  in  ope- 
rations for  the  removal  of  such  growths,  the  capsule 
being  freely  opened,  and  the  tumour  easily  shelled  out 
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from  within  it.  A  lipoma,  on  section,  is  of  a  yellowish 
colour,  and  is  indistinguishable  from  subcutaneous 
fat  except  by  the  greater  firmness  of  its  fibrous 
matrix.  Microscopical  examination  shows  that  the 
fat  is  contained  in  connective-tissue  cells,  which  are 
held  together  by  a  delicate  network  of  fibres.  The 
cells  are  larger  than  those  usually  seen  in  normal  fat. 

Secondary  changes  are  not  common  in  the  lipomata, 
bvit  in  those  which  are  of  very  long  standing,  and 
especially  in  those  which  have  ceased  to  grow,  calcifi- 
cation is  of  occasional  occurrence.  When  they  are 
very  large,  and  subjected  to  pi-essure,  the  skin  over 
them  is  sometimes  ulcerated. 

Clinical  characters.— Lipomata  are  generally 
met  with  in  peojale  over  middle  age,  and  in  those  who 
are  stout  rather  than  in  thin  subjects.  They  may 
occur  in  the  subcutaneous  tissue  of  any  part  of  the 
body,  but  show  a  distinct  preference  for  the  dorsal  sur- 
faces of  the  trunk  and  limbs,  and  are  in  some  cases 
appai'ently  the  result  of  friction  or  pressure.  Com- 
mon situations  for  them  are  the  subcutaneous  tissue 
of  the  neck,  shoulders,  lumbar  and  gluteal  regions. 
Their  capsules  are  attached  by  small  fibrous  processes 
to  the  skin,  so  that  the  latter  becomes  dimpled  or 
puckered  if  attempts  are  made  to  raise  it  from  the 
tumour.  In  most  cases  lipomata  are  superficial  to  the 
muscles,  though  occasionally  they  dip  beneath  and 
between  the  latter.  Other  situations  in  which  deep- 
seated  lipomata  occasionally  occur  are  the  spermatic 
cord,  the  omentum,  and  the  viscera ;  and  a  few  rare 
cases  have  been  recorded  in  which  lipomata  have 
occurred  as  congenital  tumours  attached  to  the 
periosteum  of  the  long  bones.  I  have  seen  such  a 
growth  attached  to  the  greater  part  of  the  shaft  of 
the  femur. 

Diffuse  lipoma  is  a  form  of  fatty  tumour  which 
is  not  limited  by  any  capsule.  It  is  simply  a  local 
overgrowth  of  the  fat  noniially  found  in  the  sub- 
cvitaneous  connective  tissue,  from  which  it  does  not 
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difter  in  any  respect.  The  patients  in  whom  diffuse 
lipomata  are  found  are  usually  stout  men  over  middle 
age,  and  those  who  are  of  intemperate  habits  appear 
specially  liable  to  be  affected.  The  most  common 
positions  for  these  growths  are  the  submental  regions, 
where  they  form  pendulous  masses,  looking  like  an 
exaggerated  double  chin ;  the  back  of  the  neck  and 
post-mastoid  regions,  where  they  are  usually  sym- 
metrical ;  the  groins,  scrotum,  and  abdominal  walls. 

CHONDROItXATA. 

The  chondromata  are  tumours  composed  of  carti- 

They  vary  much  in  size  according  to  their  position 
and  attachments,  are  surrounded  by  a  fibrous  capsule, 
and  are  often  nodulated.  Their  cut  surface  is  divided 
into  lobes,  and  is  either  bluish-white,  smooth,  and 
glistening,  or  fibrous  and  striated  ;  some,  again,  are 
soft  and  gelatinous  on  section,  and  present  a  granular 
or  ground-glass  appearance.    Each  tumour  is  closely 


Fig.  17. 


Hyaliue  Eiicliondroma  from  the  Scapula. 
(Grouch,  J  inch.) 


attached  to  its  capsule,  which  forms  for  it  a  sheath 
or  perichondrium.  Microscopical  examination  shows 
different  structure  in  different  cases.    In  some  the 
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matrix  is  hyaline,  as  in  articular  cartilage  ;  in  others  it 
IS  hbrous  as  in  fibro-carbilage.  The  cells  are  some- 
times enclosed  in  groups  of  three  or  four  in  capsules  • 
m  other  tumours  they  are  not  encapsuled,  and  are 
scattered  singly  throughout  the  matrix.  The  cells 
vary  much  in  size  even  in  the  same  tumour  They 
are  generally  round  or  oval,  but  occasionaUy  poly- 
hedral or  stellate. 

Secondary  changes  are  of  very  common  occurrence 
in  chondromata.  The  intercellular  substance  in  these 
tumours  is  exceedingly  prone  to  undergo  mucoid  soften- 
ing, the  matrix  being  converted  into  a  sticky  fluid 
and  forming  cysts.  Calcification  is  also  common! 
It  occm^s  especially  in  the  more  central  parts  of  the 
growth,  the  salts  bemg  first  deposited  in  the  nuclei  of 
the  cells.  Ossification  is  not  common  in  pure  enchon- 
dromata,  but  does  occasionally  occur. 

Clinical  characters.— The  enchondromata  are 
most  often  met  with  in  the  bones  of  the  hand,  and 
more  rarely  in  the  foot,  the  long  bones,  and  the  pelvis. 
They  grow  also  from  the  rib-cartilages,  and  are 
specially  liable  to  spring  from  two  or  three  of  the 
latter  rather  than  from  any  single  one.  In  the  soft 
tissues  they  are  found  in  the  parotid,  testis,  and 
breast ;  in  the  latter  very  rarely,  and  in  the  former 
seldom  unmixed  with  sarcomatous  or  other  tissue. 

OSTEOnXATA. 

Osteomata  are  tumours  composed  of  bone.  They 
ahnost  always  grow  from  some  part  of  the  osseous 
system,  and  are  fully  described  in  the  chapter  on 
"  Tumours  of  Bone."  Yery  rarely,  osteomata  are  also 
met  with  in  the  soft  tissues,  and  examples  have  been 
recorded  of  bony  growths  in  the  lungs,  brain,  and 
parotid  gland.  In  the  muscles  also  single  bony  growths 
are  met  with,  whilst  in  the  disease  known  as  "  myositis 
ossificans  "  there  is  a  foi-mation  of  bone  in  many  parts 
of  the  muscular  system. 

The  lymphomata   and  lymphangiomata  are 
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Fig.  18. 


fully  described  in  the  chapter  on  "Diseases  of  the 
Lymphatic  System." 

IVKVOIVXATA. 

The  myomata  are  tumours  composed  of  muscular 
tissue,  which  is  almost  always  of  the  unstriped  or 
involuntary  variety,  and  is  frequently  mixed  with 
much  fibrous  tissue. 

Myomata  form  rounded,  encapsuled  tumours  whose 
out  surface  is  firm  and  fibrous.  A  myoma  is  softer 
than  a  hard  fibroma,  and  generally  not  so  white  and 
shiny.  Microscopical  examination  shows  that  the 
growth  consists  of  long  spindle-shaped  fibres  with 
central  nuclei,  placed  with  their 
long  axes  parallel,  and  held  in 
apposition  by  a  framework  of 
fibrous  tissue.  The  myomata  are 
but  little  vascular. 

Secondary  changes  in  these 
tumours  are  common,  especially 
when  they  occur  in  the  uterus ; 
there  they  are  veiy  liable  to 
become  calcified. 

CHnically,  myomata  are  found 
in  the  uterus  and  prostate,  and 
infinitely  more  rarely  in  the  iil- 
testine,  stomach,  and  oesophagus. 

Striped  muscle  is  met  with  in 
mixed  tumours  only,  chiefly  in 
sarcomata  of  the  kidney. 


Uterine  Myoma. 
(Crouch,  J  incb.) 


N-EUROMATA. 

Neuroma  is  a  term  which  is  usually  applied  in- 
discriminately to  all  tumours  growing  on  a  nerve- 
trunk,  those  which  are  composed  of  nervous  tissue 
being  called  "true  neuromata,"  those  composed  of 
fibrous,  myxomatous,  or  sarcomatous  tissue  beino- 
named  "  false  neuromata,"  " 

True  neuromata  are  very  rare.  They  may  be 
composed   of   either  medullated  or  non-medullated 
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fibres,  and  cases  have  beeu  described  in  which 
neuromata  in  connection  with  the  central  nervous 
system  have  been  found  to  contain  branched  nerve- 
cells  also.  True  neuromata  form  rounded  or  oval 
swellings  of  small  size.  The  nerve-tubes  of  which 
they  are  composed  are  usually  not  continuous  with 
those  of  the  nerve-trunk  to  which  they  are  attached, 
but  form  an  irregulai-  network  mixed  with  a  varying 
amount  of  loose  connective  tissue. 

The  most  common  form  of  false  neuroma  is  com- 
posed of  fibrous  tissue,  but  myxomata,  gliomata,  and 
sarcomata  are  also  met  with.  The  latter  differ  from 
the  fibromata  in  the  greater  rapidity  of  their  growth, 
in  their  tendency  to  infiltrate  rather  than  simply  to 
push  aside  the  nerve-fibres  amongst  which  they 
grow,  in  their  greater  softness,  and  in  the  gelatinous, 
homogeneous  appearance  of  a  freshly  cut  surface. 

The  pressure  of  a  neuroma  on  the  nerve-fibres 
amongst  which  it  lies  may  cause  much  pain,  may 
induce  sensory  or  motor  paralysis,  or  cause  trophic 
lesions  of  various  kinds  in  the  peripheral  parts. 
Neuromata  are  sometimes  multiple,  and  cases  have  been 
recorded  in  which  tumours  were  found  on  almost  every 
nerve  in  the  body,  amounting  in  all  to  several  hundreds. 

The  bulbous  swelhngs  which  form  on  nerves  after 
injury,  and  which  are  sometimes  named  "  traumatic 
neuromata,"  are  not  tumours  in  the  ordinaiy  sense 
of  the  word,  and  are  described  in  the  chapter  on 
"  Injuries  of  Nerves." 

AlO'CEXOMATA. 

The  angeiomata,  or  vascular  tumours,  are  groAvths 
composed  of  blood-vessels,  and  are  commonly  divided 
into  two  classes— the  simple  or  capillary,  and 
the  cavernous  or  venous. 

The  simple  or  capillary  angeiomata  :ue  com- 
monly known  as  "naevi,"  andare  of  congenital  origm, 
althoucrh  theii-  size  at  birth  is  often  minute.  A 
simple  ntevus  is  composed  of  a  fibrous  stroma  contain- 
ing many  large  and  thin-wailed  capillaries,  whicU 
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frequently  present  irregular  pouches  or  bulgings, 
and  anastomose  very  freely.  In  almost  all  capillary 
ntevi  there  are  also  a  certain  number  of  arteries  and 
veins,  such  as  are  met  with  more  especially  in  the 
cavernous  variety. 

Clinical  characters. — This  form  of  n?evu8  is 
found  most  often  on  the  face  and  neck,  although  no 
part  of  the  snrface  of  the  trunk  or  limbs  is  entirely 
exempt.  In  colour  cutaneous  nfevi  vary,  but  are 
more  often  bright  red  than  dusky  and  blue.  The 
extent  of  skin  implicated  also  differs  much  in  diffei-ent 
cases,  but  the  growths  are  almost  invariably  but  little 
raised  from  the  surface,  are  soft  and  spongy  to  the 
touch,  and  can  be  made  to  disappear  almost  entirely 
by  firm  pressure. 

Many  capillary  na>vi,  if  left  alone,  gradually  shrink, 
the  blood-vessels  composing  them  being  obliterated. 

Cavernous  or  venous  angeiomata  are  most 
often  found  in  the  skin  and  subcutaneous  tissues,  where 
they  form  "  venous  najvi."  These  tumours  closely  re- 
semble in  their  structure  the  erectile  tissue  of  the 
penis,  being  composed  of  a  fibrous  stroma  enclosing 
large  irregular  cavities  or  spaces  filled  with  blood, 
which  open  directly  into  the  neighbouring  veins  and 
arteiies.  The  caAdties  are  lined  by  tessellated  endothe- 
hum,  and  appear  to  be  formed  both  by  dilatation  of 
pre-existing  capillaries,  with  absorption  of  the  fibrous 
stroma  separating  them,  and  by  the  development  of 
new  vessels. 

_  Clinical  characters — The  venous  ntevi,  which 
involve  the  skin  as  well  as  the  subcutaneous  tissue 
torm  u-regular,  bluish,  or  purple  swellings,  which  are 
soft,  and  capable  of  being  greatly  diminished  by 
1  pressure.  When,  however,  they  are  situated  entirely 
beneath  the  skin,  they  may  cause  but  little  discolora- 

f°f     ■  .  ^"""^  ^^''^^s  ^  considerable  quantity 

ot  tat  IS  found  mixed  with  the  cavernous  tissue,  and 
the  tumour  feels  like  an  ordinary  lipoma.  Such 
growths  have  been  named  "  nevoid  lipomata." 

K 
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CHAPTER  XVIII. 

MAIiIGNAMT  COMNECTIVE-TISSUB 
TUItlOURS,  OR  SARCOMATA. 

A  sarcoma  is  a  tumour  composed  of  embryonic 
connective-tissue  cells,  and  develops  from  one  of  the 
various  connective  tissues  of  the  body.  The  type  of 
the  connective-tissue  cell  is  the  leucocyte,  but  many 
of  the  cells  of  the  sarcomata  difFer  from  leucoc}^es 
both  in  shape  and  size. 

In  a  typical  sarcoma  there  is  no  definite  stroma, 
the  cells  being  closely  packed  and  uniformly  distributed 
throughout  all  parts  of  a  section.  Blood-vessels  are 
numerous,  the  smaller  arteiioles  having  very  thin 
walls,  and  often  appearing  as  narrow  channels  bounded 
merely  by  the  cells  of  the  growth.  No  lymphatics 
have  heen  demonstrated. 

ci.AssxrzcATxon'. 

The  sarcomata  may  be  divided  into  four  chief 
groups— (i.)  round-celled,  (ii.)  spindle-celled, 
(iii.)  mixed-celled,  (iv.)  giant-celled  or  mye- 
loid. 

Round-celled  sarcomata. — These  tumours  are 
composed  of  round,  granular  cells,  with  no  definite 
cell-wall,  often  multinucleated,  and  in  any  individual 
tumour  usually  of  the  same  size  throughout.  The 
cells  vary  much  in  size,  however,  in  difterent  gro\vtli.s. 
In  some  they  are  no  larger  tha,n  a  leucocyte— small 
round-celled  sarcoma  ;  whilst  in  others  they  are  more 
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than  double  or  treble  this  size — large  round -celled 
sarcoma.  The  matrix  is  usually  soft,  granular,  or 
homogeneous,  and  abundantly  supplied  with  vessels. 

Fig.  20. 


Large  Roiiud-celled  Sarcoma. 
(Crouch,  ^  inch.) 


Spiudled-celled  Sarcoma  from  the 
Subcutaneous  Tissue. 
(Crouch,  i  in.) 


•  The  spindle-celled  sarcomata  consist  of  closely 
packed,  oval,  spindle,  fusiform,  or  oat-shaped  cells, 


Fig. 


Mi.xed-oelled  Sarcoma.    (Crouch,  1  inch.) 

which  are  generally  gramilar  and  multinucleated, 
ftave  no  definite  cell-walls,  and  are  mostly  arranged 
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with  their  long  axes  parallel  to  each  other.  They  vary 
in  size  in  different  tumours,  but  are  usually  all  of 
about  the  same  dimensions  in  any  individual  growth. 
They  are  collected  in  bundles,  and  are  embedded  in  a 
matrix  which,  though  sometimes  homogeneous,  is 
occasionally  fibrillated.  They  are  not  so  vascular  as 
the  round-celled  vaiiety. 

The  mixed-celled  sarcomata  are  composed  of 
cells  of   various  shapes   and  sizes,  whose  general 
characters  are   similar  to  those  of  the  round  and 
Fig.  22.  spindle- celled  gi'owths. 

The  myeloid  or  giant- 
celled  sarcomata  are 
characterized  by  the  pre- 
sence of  large  multinu- 
cleated cells,  such  as  are 
seen  in  the  marrow  of 
bone,  and  are  often  some 
twenty  to  thirty  times 
the  size  of  a  leucocyte, 
containing  from  ten  to 
forty  nuclei.  Mingled 
with  these  are  a  numbei- 
of  oval,  spindle,  or  round  cells. 


Myeloid  Sarcoma  from  tlie  I-ower 
Jaw.    (Urouch,  ^  iucli.) 


VARIETIES. 

Although  the  sarcomata  may  be  primarily  sub- 
divided into  the  above  four  groups,  they  nevertheless 
present  numerous  well-defined  varieties  which  may 
now  be  briefly  described. 

Melanotic  sarcomata.  —  These  tumours  are 
characterized  by  the  presence  of  pigment,  which  is  of 
a  golden-brown  colour  when  seen  in  minute  quantities, 
but  gives  a  dark-brown  or  black  hue  to  the  gi'owths 
in  which  it  is  found.  The  pigment  is  often  veiy 
irregularly  distributed,  and  occurs  both  in  the  cells 
and  in  the  intercellular  matrix.  Most  of  the  melanotic 
sarcomata  belong  to  the  round-celled  group,  though 
some  of  them  are  composed  of  spindle  cells ;  in  the 
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majority  of  specimens  the  matrix  is  fibrous,  and  forms 
definite  alveoli. 

Melanotic  sarcomata  originate  in  parts  which 
normally  contain  jjigment — e.g.,  the  skin  and  the 


Fig 


Alveolar  Mulauotic  Sarcoma  from  tljt  Skiu.     (Zeiss,  A.) 

choroid  coat  of  the  eye- and  not  infrequently  com- 
mence in  a  mole  or  wart  which  has  been  irritated  bv 
caustics  or  imperfect  attempts  at  removal.  These 
^  wf.r^  extremely  liable  to  become  disseminated 
m  bo  h  the  viscera  and  the  skin,  and  it  is  very  notice- 

evir.  !  f  ■  «f  the  tumours 

ever  attain  any  great  size,  often  ceasing  to  grow  when 
httle  larger  than  a  hazel-nut.  The  lymphatic  g  Inds 
m  the  neighbourhood  of  a  melanotic  growth  of  th^e  s"dn 
denotr  sooner  or  tater  by  secondSj 

tend  In'tli:  ^rinr'  '''''  p^^^-^"*  g^-"^- 

Lympho-sarcoma—The  lympho-sarcomata  are 
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composed  of  small  round  cells,  about  the  size  of 
leucocytes,  enclosed  in  a  fine  mesh  work  of  connective 
tissue  whose  general  arrangement  is  precisely  similar 
to  that  seen  in  the  medullary  portions  of  a  lymphatic 
gland.  These  tumours  originate  in  connection  with 
lymphatic  tissue,  and  are  often  seen  in  the  lymphatic 
glands  themselves. 


Fio.  24. 


Lj  mplio-sarcoHia  Irom  the 
Axilla.    (Croucli,  ^  iucli. ) 


Fig.  25. 


Glioma  from  the  Cerebellum, 
(Crouch,  J  inch.) 


Glioma  and  glio-sarcoma. — A  glioma  is  a 
tvmiour  composed  of  neuroglia,  and  is  in  many  respects 
an  innocent  growth.  Not  infrequently,  however,  the 
neuroglia  tissue  is  mixed  with  much  round-cell  growth, 
and  forms  a  glio-sarcoma,  a  tumour  which  is  softer, 
less  definitely  encapsuled,  and  more  vascular  than  a 
simple  glioma.  Both  these  varieties  occur  almost  ex- 
clusively in  connection  wth  the  nervous  system. 

Hsemorrhagic  sarcoma. — This  is  a  term  applied 
to  certain  forms  of  round-  or  spindle-celled  gro\\^hs 
which  evince  a  great  tendency  to  blood  extravasations. 
The  haemorrhage,  which  is  due  to  the  ex-treme  tenuity 
of  the  vessels,  breaks  up  the  cell-masses,  aud  forms 
blood-cysts  of  various  sizes  surrounded  by  a  thin  layer 
of  the  original  tumour.  Many  of  these  hsemcrrhngic 
sarcomata,  are  liable  to  be  mistaken  for  simple  cysts, 
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the  amount  of  new  growth  surrounding  the  blood 
being  frequently  very  slight. 

Plexiform  sarcoma  or  cylindroma. — This  is 
a  rare  variety  of  sarcoma,  composed  of  round  or 
polygonal  cells,  and  is  characterized  by  a  hyaline 
degeneration  of  those  cells  which  are  in  the  immediate 
neighbourhood  of  the  blood-vessels.  The  unaltered 
cells  consequently  appear,  on  section,  to  be  contained 
in  alveoli  with  hyaline  walls. 

Psammoma  (pearl  tumour). — This  form  of 
sarcoma  has  hitherto  been  found  only  within  the 
cranial  cavity.  It  is  characterized  by  the  presence  of 
concentric  calcareous  masses  surrounded  by  fibrous 
tissue  and  attached  to  fibrous  trabeculse. 

Secondary  changes  in  the  sarcomata. — The 
most  common  form  of  degeneration  is  that  known  as 
"  mucoid."  It  usually  commences  in  the  most  central 
portions  of  a  tumour  by  the  distension  of  the  cells 
with  a  clear  gelatinous  fluid.  Gradually  the  whole  of 
the  cell  protoplasm  is  liquefied,  and  the  mucous  fluid 
is  discharged.  In  this  way  cysts  are  developed  in 
the  midst  of  the  new  growth,  and  in  some  cases  the 
matrix  also  seems  to  undergo  a  similar  change.  More 
rarely,  sarcomata  undergo  fatty  and  calcareous 
degeneration. 

MIXED  TUMOURS  Or  CONWECTIVE-TISSUE 

TYPE. 

Between  the  sarcomata  on  the  one  hand  and  the 
innocent  connective-tissue  tumours  on  the  other,  stand 
certain  gTowths  consisting  in  part  of  cells  and  in  part 
of  more  fully  developed  tissue.  The  pure  sarcomata 
are  characterized  by  the  embryonic  nature  of  their 
cells ;  the  innocent  connective-tissue  tumours,  by  the 
perfect  development  of  their  constituent  structures. 
In  the  intermediate  class  are  found  growths  which, 
whdst  they  consist  in  part  of  fullv  developed  tissues, 
yet  comprise  many  more  cells  than  are  found  in  the 
normal  structures  of  the  adult  body.    These  growths 
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are  therefore  included  under  the  sarcomata,  and  :i 
prefix  is  used  to  indicate  the  t.i.ssue  with  which  the 
sarcomatous  elements  are  mingled.  Thus  a  "fibro- 
sarcoma" or  "fibrifying  sarcoma"  is  a  connective- 
tissue  growth  composed  of  a  mixture  of  fibrous  tissue 
and  sarcoma  ;  a  chondro-sarcoma  "  or  "  chondrifyino- 
sarcoma,"  a  tumour  of  cartilage  and  sarcoma,  .fee. ;  and 
between  such  growths  and  sarcomata  on  the  one  hand, 
and  innocent  fibromas  and  enchondromas  on  the  other^ 
no  definite  Hne  can  be  drawn. 

A  fibro-sarcoma  is  composed  of  spindle  cells  and 
fibrous  tissue,  and  all  grades  of  development  between 
cells  and  fibres  can  often  be  seen  in  the  same  specimen. 
These  gi-owths  were  formerly  described  as  "  recurrent 
fibroids." 

A  myxo-sarcoma  consists  of  a  matrix,  such  as 
has  been  already  described  under  the  myxomata,  in 
which  are  scattered  round  cells. 

An  osteo-sarcoma  is  a  form  of  sarcoma  occurring 
in  bone,  in  which  a  round-  or  spindle-celled  sarcomatous 
growth  is  developed  with  and  in  an  osseous  matrix ; 
the  matrix  of  the  sarcoma  becomes,  in  fact,  converted 
into  bone. 

A  chondro-sarcoma  is  comijosed  of  a  mixture  of 
cartilage  and  sarcomatous  tissue  combined  in  varying 
proportions. 

Naked-eye    appearances    of   sarcomata. — 

Sarcomata  differ  much  from  one  another  in  a23peai'- 
ance.  The  most  noticeable  feature  of  their  freshly  cut 
surface  is  its  homogeneous,  structureless  ajjpeai'ance, 
and  the  complete  absence  of  fibrillation  or  striation  ; 
in  this  the  sarcomata  diffei-  from  almost  all  other 
growths.  Those  tumours  which  are  purely  cellular 
are  soft,  bi-ain-like,  and  pulpy,  of  a  dirt}'-white  colour, 
and  very  friable.  Some  sarcomata,  especially  those 
which  are  undergoing  mucoid  degeneration,  present 
a  gelatinous  or  semi- translucent  appearance,  whilst 
others  are  mottled  by  blood  extravasations.  In 
proportion  as  tlie  sarcomatous  tissue  is  mingled  witli 
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fibrous,  cartilaginous,  or  other  structures,  so  the 
appeai'ance  on  section  of  course  differs.  Some  sar- 
comata present  a  fairly  definite  capsule,  but  the  more 
cellular  forms  infiltrate  in  the  manner  common  to  all 
malignant  growths.  The  myeloid  sarcomata  of  bone 
are  specially  characterized  by  their  reddish-brown  or 
maroon  colour,  and  their  tendency  to  form  blood-cysts. 

Clinical  characters  of  the  sarcomata. — The 
clinical  course  run  by  the  sarcomata  differs  not  only 
with  their  microscopical  structure^  but  still  more  with 
the  locality  and  tissue  in  which  they  develop.  The 
present  paragi-aphs,  therefore,  deal  only  very  briefly 
with  this  subject,  and  for  fiirther  information  refer- 
ence must  be  made  to  the  chapters  on  the  tumours 
of  the  different  organs  and  tissues. 

Sarcomata  occur  in  the  young  and  middle-aged 
rather  than  in  the  old,  and  occasionally  follow  injiu-ies, 
such  as  contusions.  The  more  malignant  the  tumour, 
the  more  rapidly  it  grows  and  tends  to  disseminate. 
Round-celled  growths  are  the  most  malignant  of  all, 
and  may  become  widely  difi"used  and  destroy  life  within 
six  or  eight  months  of  their  commencement.  The 
myeloid  tumours  are  the  least  malignant  of  the  pure 
sarcomata,  and  frequently  do  not  recur  after  removal. 
Many  of  the  fibro-sarcomata  of  the  skin  and  subcuta- 
neous tissue  also  show  but  little  malignancy,  merely 
tending  to  recur  locally  if  removed,  and  not  affecting 
distant  organs. 

The  majority  of  sarcomata  do  not  affect  the  neigh- 
bouring lymphatic  glands,  though  whether  they  do  so 
depends  rather  on  their  position  than  on  their  micro- 
scopical structure  ;  e.g.,  a  round-celled  sarcoma  of  the 
testis  almost  invariably  causes  secondary  growths  in 
the  lumbar  glands,  whilst  a  tumour  of  the  breast  of 
a  precisely  similar  structure  practically  never  causes 
glandular  growth. 

If  the  skin  over  them  becomes  implicated,  sarco- 
mata tungate,  and  form  soft,  bleeding  masses,  which 
discharge  a  mixture  of  blood  and  pus. 
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In  some  cases  the  structure  of  a  sarcoma  varies  witlk 
its  recurrence,  and  the  recurrent  growths  may  pi'esent 
a  different  microscopical  appearance  from  that  of  the 
tumour  which  was  first  removed.  Thus  the  primary 
tumour  may  be  a  fibro-sarcoma  with  spindle  cells,  and 
the  growth  which  recvirs  at  the  site  of  operation  may 
be  entirely  cellular,  withovit  any  fibrous  stroma,  and 
consequently  of  a  more  malignant  character.  On  the 
other  hand,  the  recurrent  growth  is  sometimes  less 
cellular  and  therefore  more  innocent  than  the  piimary 
tumour,  and,  as  might  be  expected,  the  clinical  course 
differs  with  the  structure.  Thus,  the  recurrent  groAHli 
may  grow  more  rapidly  than  the  piimary  one,  and,  if 
again  removed,  may  recur  after  a  shorter  interval ;  or 
the  reverse  may  occur,  and  the  second  tumour  may 
grow  more  slowly,  and,  after  another  removal,  may 
not  return  until  after  a  longer  interval  than  that 
between  the  first  operation  and  the  first  recurrence. 
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CHAPTER  XIX. 

IITNOCENT  EPITKEIiIAIi  TUMOURSi 

Like  the  connective-tissue  growths,  the  epithehal 
tumours  may  be  conveniently  divided  into  innocent 
and  mahgnant,  and  as  in  the  connective-tissue  growths 
the  innocent  tumours  are  formed  on  the  type  of  some 
one  of  the  normal  tissues  of  the  adult  body,  so  in  the 
innocent  epithelial  tumours  the  adenomata  and 
papillomata  are  reproductions  of  the  normal  glandular 
and  papillomatous  structures  found  in  difl'erent  parts. 
The  carcinomata,  or  malignant  epithelial  growths,  on 
the  other  hand,  are  formed  of  structures  which  have 
no  counterparts  in  any  of  the  normal  tissues  of  the 
adult  body,  and  thus  are  strictly  comparable  to  the 
malignant  connective-tissue  tumours — the  sarcomata. 

PAPXI.I.Oniil.TA. 

The  papillomata .  are  tumours  formed  on  the  type 
of  the  papillae  which  are  normally  developed  in  the 
skin  and  mucous  membranes. 

They  consist  of  a  stroma  composed  of  fibrous  tissue, 
which  is  in  some  cases  richly  cellular,  in  others  dense 
and  fibrous.  In  this^^stroma  are  contained  both  blood- 
vessels and  lymphatics,  the  whole  growth  being 
frequently  very  vascular.  The  surface  is  covered  by 
epithelium,  which  varies  in  its  nature  according  to 
the  locality  of  the  growth.  In  papillomata  on  the 
skin  the  epithelial  cells  are  squamous,  and  are  ar- 
ranged in  several  layers,  whilst  in  growths  from  the 
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mucous  surface  of  the  bladder  or  intestine  the  cells 
are  columnar  and  not  so  thickly  placed. 


Fig.  26. 


Papilloma  from  the  Anus.    (Croiiob,  i  iucli.) 

The  fibrous  stroma  extends  towards  tlie  free  surface 
papillary  processes,  which  in  the  "  simple  "  papillomata 
are  single  and  undivided,  but  in  the  "  comjwund  " 
papillomata  are  bi-anched,  giving  off  processes,  which 
in  their  tui-n  again  bifurcate.  The  surface  of  a 
papilloma  is  genei-ally  irregular  and  villous,  but  is 
occasionally  smooth,  presenting  no  signs  of  subdivision 
of  the  sti'oma  into  papillas. 

Secondary  changes  are  common  in  these  growths, 
for  their  exposure  on  free  surfaces  renders  them 
peculiarly  liable  to  injury,  and  thus  ulceration  and 
hfemorrhage  are  of  frequent  occurrence. 

Clinically,  the  papillomata  are  entii'ely  innocent, 
and  must  be  clearly  separated  from  malignant  tumours, 
such  as  epitheliomata,  whose  surfaces  ai'e  also  often 
covered  bypapillaj,  but  which  differ  structurally  in  the 
most  essential  details  from  simple  pajiillarj^  growths. 

Papillomata  are  met  with  on  the  skin  as  warts  and 
corns,  and  on  the  mucous  membranes  of  the  nares, 
tongue,  bladder,  larynx,  and  intestines. 

In  syphilis  also,  and  in  cases  of  gonorrhoea, 
mucous  tubercles  or  condylomata,  whose  .■^tructuro  is 
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essentially  papillomatous,  are  of  common  occur- 
rence. 

ABESrOIMCATA. 

Tlie  adenomata  or  glandular  tumours  ai-e  growths 
composed  of  gland  tissue  more  or  less  perfectly  deve- 
loped, and  are  formed  on  the  pattern  of  the  normal 
gland  tissue  found  in  the  different  parts  of  the  body 
from  which  they  spring. 

Putting  aside  the  lymphadenomata,  which  are  de- 
scribed elsewhere,  and  the  glandular  hypertrophies, 
which  are  not  to  be  included  amongst  the  true  tumours, 
the  adenomata  may  be  said  to  consist  of  acini  and 

Fig.  27. 

  i 


Tubular  Adenoma  of  the  Eectuiu. 
(Crouch,  i  inch-.) 

ducts  when  developing  in  a  racemose  gland,  or  of 
tubes  when  growing  from  the  tubular  glands.  They 
differ  from  the  malignant  epitheUal  growths  or  the 
"atypical  epithelial  tumours"  in  that,  whilst  the 
latter  are  not  formed  after  the  type  of  the  normal 
epithelial  tissue  from  which  they  spring,  the  true 
adenomata  are  exact  or  close  imitations  of  glandular 
structure,  the  tubes  and  acini  forming  them  havino-  a 
definite  lumen,  and  their  epithelium  being  sharply 
defined  from  the  surrounding  tissue.    The  malignant 
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epithelial  growths,  again,  are  not  encapsuled,  but 
infiltrate  the  tissues  amongst  which  they  grow,  whilst 
the  adenomata  do  not  infiltrate  and  are  generally 
encapsuled.  Although  composed  of  gland  tissue,  the 
latter  in  the  adenomata  is  not  physiologically  active, 
and  its  secretion  if  formed  is  not  discharged  into  the 
ducts  of  the  gland  in  which  it  grows.  In  consequence 
of  this  the  tubes  and  acini  are  extremely  liable  to 
become  distended  and  to  form  cysts. 

The  adenomata  of  the  different  glands  are  described 
in  subsequent  chapters. 
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CHAPTEE  XX. 

TCAI.IGNANT  z:pithz:i.iai.  tvkours, 

OR  CARCINOMATA. 

The  carcinomata  are  tumours  growing  from,  and 
composed  of,  epithelial  cells,  which  are  generally  con- 
tained in  spaces  or  alveoli  whose  walls  are  formed  of 
fibrous  tissue.  Within  the  alveoli  the  cells  are  not 
separated  from  one  another  by  any  stroma  or  matrix, 
and,  whilst  varying  in  shape  and  size,  closely  resemble 
m  their  general  characters  the  epithelial  cells  of  the 
part  from  which  they  spring.  They  are  frequently 
multinucleated,  and  increase  both  by  fission  and  by 
endogenous  cell-formation.  The  matrix  is  vascular, 
and  blood-vessels  run  in  the  alveolar  walls,  though 
they  do  not  penetrate  into  the  alveoli  or  run  amont^st 
the  cells  as  do  the  vessels  of  the  sarcomata.  Lymphatics 
ai-e  well  developed  and  accompany  the  vessels. 

The  following  are  the  chief  groups  of  the  carcino- 
mata : — 

1.  Epithelioma,  or  squamous-celled  carci- 
1  noma. 

2.  Rodent  ulcer. 

3.  Spheroidal-celled  carcinoma— 

(a)  Scirrhous. 

(b)  Encephaloid. 

(c)  Colloid. 
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4.  Cylindrical  -  celled  carcinoma  ;  adenoid 
cancer ;  adeno-carcinoma. 

EPXTHXiXXOlVIA. 

An  epithelioma  consists  of  a  new  growth  of  squamous 
epithelial  cells,  which  not  only  grow,  as  in  the  j^apillo- 
mata,  towards  the  free  surface,  but  also  infiltrate  and 
destroy  the  subjacent  tissues.  Microscopically,  these 
tumours  are  foxind  to  originate  in  ingrowths  of  solid 
columns  of  cells  from  the  rete  mucosum  of  the  inter- 
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Epithelioma  of  the  Lip.  The  epithelium  has  grown  into 
the  subjacent  tissues,  and  has  caused  a  considerable  exuda- 
tion of  cells  in  its  neighboiu'hood.    (Zeiss,  A.) 

papillary  processes  which  are  common  to  all  cutaneous 
and  mucous  surfaces.  As  these  ingrowths  extend  into 
the  subjacent  tissues  they  throw  out  lateral  branches, 
which,  uniting  with  similar  offshoots  from  other 
columns,  form  an  irregular  epithelial  network.  At  the 
same  time  that  this  ingrowth  occurs  an  outgrowth  .also 
takes  place,  and  a  warty  excrescence  of  epithelium 
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develops,  the  superficial  cells  of  which  soon  break  away, 
and  thus  expose  the  deeper  parts  of  the  growth.  In 
this  way  a  malignant  ulcer  is  developed,  whose  base 
and  edges  are  alike  formed  by  the  tumour.  Thi.s 
disintegration  of  the  superficial  cells  continues  with  a 
rapidity  equal  to  that  of  their  development,  and  thus, 
whilst  the  new  growth  constantly  extends  amongst 
and  destroys  the  subjacent  structures,  the  ulceration 

Fig.  29. 


Coll-uosts  from  au  Epithelioma,  sliowiu^  tho  couceutri.- 
"ST^lSr  '''''      ''''  -te^aria^^STf 


fi'om  attaining 


generally  prevents  the  tumour 
considerable  size.  Around  the  ingrowing  column.^ 
there  is  generally  evidence  of  irritation  of  the  tissues 
into  which  the  epithelioma  is  making  its  wav,  for  the 
cells  of  the  new  growth  behave  as  foreign  bodies  in 
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vespect  to  the  other  tissues,  and  the  gi-ovving  edge  (>f 
each  column  is  thus  surrounded  by  much  small-cell 
infiltration. 

The  epithelial  cells  of  which  the  growth  is  composed 
are  usually  large,  very  irregular  in  shape,  often  pos- 
sessing processes,  multinucleated,  and  sometimes  in 
the  process  of  proliferating  by  endogenous  cell- 
formation.  Embedded  in  the  epithelial  columns  are 
cell-nests,  which  vary  much  in  number  and  size  in 
different  specimens.  They  are  composed  of  centi'al 
cells  of  a  rounded  shape,  which  in  some  specimens  are 
much  broken  down  and  degenerated.  Around  these 
are  small  crescent-shaped  cells  with  their  concavities 
inwards,  and  outside  these  again  are  layers  on  layei's 
of  cells  similar  in  shape  but  of  larger  size.  The  nests 
are  formed  by  the  very  rapid  proliferation  of  cells  at 
various  foci  in  the  tumour.  The  cells  first  formed  at 
any  focus  are  pushed  towards  the  periphery  by  the 
constant  and  rapid  growth  in  the  centre,  and  become 
flattened  or  crescentic  through  the  resistance  oftei'ed 
by  the  surrounding  tissues.  The  chief  significance  of 
a  nest  is  that  it  indicates  rapid  cell-growth,  and  there- 
fore, when  occuri-ing  in  the  deeper  parts  of  the  skin, 
or  in  the  subcutaneous  tissues,  is  diagnostic  of  epi- 
thelioma, for  no  such  formations  exist  under  normal 
circumstances  in  these  situations. 

Locality. — The  most  common  situations  for  epi- 
theliomata  are  the  junctions  of  mucous  and  cutaneous 
surfaces.  They  occur  on  the  lips  (usually  the  lower 
lip)  and  other  parts  of  the  face,  the  tongue,  the 
larynx,  the  oesophagus,  and  the  anus ;  on  the  penis, 
the  scrotum,  the  vulva,  the  os  uteri ;  more  rarely  on 
the  skin  of  the  extremities  or  trunk,  especially  in  the 
site  of  old  scars,  ulcers  or  sinuses,  and  in  the  bladder. 

Clinical  characters.-^Epithelioma  is  essentially 
a  disease  of  late  life,  and  is  seldom  seen  before  the 
a^e  of  forty.  It  commences  as  a  warty  or  papillated 
growth,  which  increases  rapidly  and  infiltrates  the 
tissues  amongst  which  it  develops.     The  tumour 
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ulcerates  early,  the  ulcer  having  a  foul  slougliy  base 
and  i-aised  indurated  edges  formed  of  that  part  of  the 
epithelioma  which  has  not  yet  become  involved  in  the 
ulcerative  process.  The  destruction  of  tissue  is  at 
times  very  great,  and  is  accompanied  by  much  pain. 
The  neighboui'ing  lymphatic  glands  ai'e  early  affected, 
and  in  them  the  epithelioma  runs  a  course  precisely 
similar  to  that  of  the  primary  tumour.  The  masses 
of  growth  in  the  glands  commonly  attain  a  much 
greater  size  than  does  the  original  tumour,  and  not 
infrequently  suppurate.  Secondary  growths  in  the 
viscera  are  not  common,  although  they  do  occur,  and 
death  generally  results  from  direct  extension  to  im- 
portant structures,  and  from  exhaustion  caused  by 
pain  and  by  discharge  of  blood  and  pus. 

It  should  1)6  mentioned  that,  in  addition  to  the 
squamous-celled  carcinomata,  epitheliomata  composed 
of  columnar  cells  grow  from  the  mucous  membrane  of 
the  nose  and  antrum. 

ROBEN'T  UI.CI:R. 

A  rodent  ulcer  is  a  tumour  composed  of  embryonic 
epithelial  cells,  and  is  developed  in  the  derma, 
apparently  from  the  glandular  structures,  such  as  the 
sebaceous  glands,  the  sweat  glands,  and  the  hair 
follicles,  which  are  found  in  this  situation.  It  thus 
diff'ers  in  its  origin  from  epithelioma,  which  is  essen- 
tially an  ingrowth  of  the  surface  epithelium. 

The  cell-growth  invades  the  tissues  in  the  form  of 
large  flask-shaped  or  irregular  ingrowths,  frequently 
separated  from  each  other  by  several  normal  papillte 
and  interpapillary  processes.  The  cells  themselves  are 
.small  and  round,  being  usually  not  more  than  one- 
third  as  large  as  those  forming  the  epitheliomata. 
i hey  show  a  great  tendency  to  become  vacuolated, 
and  thus  form  spaces  in  the  centre  of  the  ingrowincr 
mass.  In  most  specimens  there  are  no  cell-nests,  and 
these,  when  present,  are  very  small,  ill-developed,  and 
sparsely  scattered.    The  epidermis  is  infiltrated  from 
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below,  and,  being  destroyed  after  a  time,  allows  of 
the  protrusion  of  the  cell-growth,  an  event  which  is 
followed  by  ulceration  or  disintegration,  as  in  the  case 
of  ejjithelioma. 

Fir;.  30. 


Rodent  Ulcer  from  the  Face.  The  surface  epithelium  has 
not  proliferated,  and,  beneath  it,  the  derma  aud  sub- 
cutaneous tissue  are  infiltrated  with  an  irregular  growtli 
of  small  round  and  oval  cells.    (Crouch,  h  inch.) 

Locality. — Rodent  ulcer  is  almost  limited  to  the 
face,  and  is  most  common  on  the  side  of  the  nose,  at 
the  inner  angle  of  the  orbit,  on  the  forehead,  and  the 
prominence  of  the  malar  bone.  It  is  rare  on  the  lips 
and  chin. 

Clinical  characters. — Rodent  ulcer  is  seldom 
seen  before  the  age  of  forty.  It  commences  as  a  small 
wart  or  pimple,  the  centre  of  which,  in  time,  ulcerates  ; 
the  growth  of  the  wart  and  the  spread  of  the 
ulceration  progress  with  about  equal  rapidity,  so  that 
at  no  time  is  there  any  large  amount  of  new  growth. 
Frequently  the  ulceration  heals  in  one  place  whilst  it 
extends  in  another ;  but  the  scar  which  forms  is  not 
stable,  and  soon  again  breaks  down. 

The  growth  of  these  tumours  is  essentially  slow, 
though  the  rate  of  growth  differs  somewhat  in  different 
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cases.  An  ulcer  as  large  as  a  sixpence  is  often  found 
to  be  a  year  or  more  old.  When  fully  developed,  a 
rodent  ulcer  is  a  flattened  growth  of  an  irregular  shape, 
with  a  grey,  smooth,  and  glazed  base,  devoid  of  healthy 
granulations,  and  discharging  thin,  watery  pus.  In 
parts  a  httle  ill-formed  scar-tissue  may  be  seen,  and 
the  surface  is  often  covered  by  a  scab.  The  edges 
are  sometimes  sharply  cut  and  not  raised,  but  more 
frequently  are  both  raised  and  indurated.  The 
lymphatic  glands  are  never  affected  by  secondary 
tumours,  and  the  viscera  remain  throughout  free 
from  disseminated  growths.  Although  large  por- 
tions of  the  face  are  commonly  destroyed,  rodent 
ulcer  is  so  slow  in  its  progress  that  the  patient  often 
dies  from  old  age  or  intercurrent  disease  before  the 
tumour  reaches  a  vital  part,  such  as  the  brain.  In 
some  cases  the  whole  of  the  lips,  nose,  eyes,  and 
mouth  are  destroyed  before  death  occurs. 

spkz:rozda]:.-cx:i.i,z:i>  carczbtoma. 

The  spheroidal-celled  carcinomata  are  subdivided 
g^'0"Ps :  (i)  Scirrhous;  (2)  Encephaloid; 

Scirrhous  carcinoma.— To  the  naked  eye  a 
scirrhous  carcinoma  appears  as  a  white,  fibrous  mass, 
very  &vm  and  dense,  cutting  with  a  peculiar  gratin- 
or  creaking  sensation,  concave  on-  section,  and  with 
an  irregular  margin.  The  tumour  is  not  encap- 
suled,  and  at  its  edge  may  be  seen  small  masses  of 
tat,  or  other  normal  tissues,  which  are  being  infiltrated 
by  the  growth,  and  which  have,  as  it  were,  been 
entangled  by  it  preparatory  to  being  absorbed.  The 
and  T«  T™'^  cancerous  growth  are  puckered 
and  drawn  towards  the  tumour  by  the  contraction 

iSns'onfe^^^^^         -'''^  -^-^ 

inl^^f''^'^  microscopically,  a  scirrhous  carcinoma  is 
tound  to  consist  of  spheroidal  epithelial  cells  lyinir  in 
a  stroma  composed  of  interlacing  bands  of  fibres,  and 
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containing  a  varying  proportion  of  connective-tissue 
cells.  The  alveoli,  or  spaces,  enclosed  by  these  bands 
are  very  irregular  in  shape  and  size,  and  are  smaller 
in  the  more  central  parts  of  the  growth  than  at  its 
pei-iphery.  The  epithelial  cells,  though  generally 
spheroidal,  vary  a  good  deal  in  shape  and  size,  being 
larger  and  more  fully  developed  where  the  alveoli  are 
large,  whilst  in  the  most  central  parts  of  the  growth 
they  may  often  be  seen  to  contain  fatty  granules. 
Some  of  the  alveoli  contain  as  many  as  thirty  oi- 
forty  cells  or  more,  although  in  other  portioiis  of  the 

Fig.  31. 


.Scirrhous  Curciuonia  of  the  Ereast.    (Crouch,  J  iuch.) 

growth  the  latter  lie  in  groups  of  but  two  or  three,  or 
in  single  file  amidst  the  bundles  of  connective  tissue. 

Secondary  changes  in  scirrhous  _  carcinomata 
are  of  common  occurrence,  for,  in  addition  to  ulcer- 
ating when  they  reach  a  surface,  they  are  liable  to 
undergo  fatty  degeneration  in  their  more  central 
parts  or  to  become  the  seat  of  blood  extravasations 
and  cysts.  More  rarely  suppuration  occurs,  and  pus 
is  formed  in  the  substance  of  the  tumour. 

Locality.— By  far  the  most  common  seat  of  scir- 
rlious  carcinoma  is  the  female  breast,  but  this  variety 
of  cancer  is  also  found  in  the  uterus,  (esophagus, 
stomach,  prostate,  and  skin. 
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Clinical  characters. — Scirrhous  cancer  is  most 
common  in  women  after  the  age  of  forty.  It  com- 
mences as  a  firm  Ivnotty  lump  which  is  at  first  pain- 
less, and  may  thus  attain  a  considerable  size  before 
attracting  attention.  When  fully  developed  the  sur- 
fiice  of  the  tumour  is  irregular,  nodular,  and  very 
hard,  sometimes  feeling  like  a  mass  of  cartilage. 
Though  at  first  movable,  the  growth  soon  contracts 
adhesions,  and  causes  puckering  and  retraction  of  the 
skin  and  adjacent  parts.  The  rapidity  of  growth 
vai-ies  much  in  different  localities,  and  in  the  same 
locality  in  different  patients.  After  a  variable 
time  the  skin  or  mucous  membrane  covering  the 
tumour  becomes  involved,  and  a  sloughing  mass 
protrudes,  from  which  both  pus  and  blood  are  dis- 
charged. The  lymphatic  glands  in  the  neighbourhood 
are  early  afiected  by  secondary  deposits,  and,  as  time 
goes  on,  the  thoracic  and  abdominal  viscex-a  ,  and  more 
rarely  the  bones,  become  the  seats  of  disseminated 
growths. 

Encephaloid  carcinoma.— This  variety  of  the 
spheroidal-celled  cancers  is  of  much  more  rare  occur- 
rence than  the  scirrhous  growths.  To  the  naked  eye 
an  encephaloid  carcinoma  presents  a  soft,  greyish,  or 
dirty-white,  brain-like  mass,  mottled  in  places  by 
hemorrhages,  frequently  containing  cysts,  and  readily 
reduced  to  a  pulp  by  slight  pressiire.  It  is  nowhere 
encapsuled. 

Microscopically  examined,  an  encephaloid  carci- 
noma consists  of  a  fibrous  stroma  enclosing  alveoli  in 
which  are  contained  spheroidal  epithelial  cells.  The 
alveoli  are  larger  and  more  regular  in  size  than  in 
scirrhous  cancer,  and  their  walls  are  much  more 
delicate,  being  composed  of  finely  fibrillated  con- 
nective tissue  instead  of  the  dense  fibrous  stroma 
ot  the  scu-rhous  tumours.  The  epithelial  cells  con- 
tained m  the  alveoli  constitute  by  far  the  greater 
portion  of  the  growth.  They  are  large  and  round, 
with  definite  nuclei,  and  well-developed  cell-bodies; 
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they  often  coutain  much  granular  matter  and  many 
nucleoli. 


Fic.  32. 


Enceplialoid  Carcinoma  of  the  Antrum.    (Croucli,  i  iutli.) 

Locality. — The  female  breast,  testis,  stomach, 
bladder,  and  superior  maxilla  are  the  parts  of  the 
body  in  which  this  form  of  tumour  is  found. 

Clinical  characters. — Medullary  cancers  are 
soft,  elastic,  or  semi-fluctuating  swellings,  of  extremely 
rapid  growth,  quickly  involving  the  skin,  readily 
fungating,  causing  early  implication  of  the  glands, 
and  disseminating  in  the  viscera  with  great  rapidity. 
In  many  cases  life  is  destroyed  within  a  year  of  the 
first  appearance  of  the  original  tumour.  As  many  of 
the  round-celled  sarcomata  were  formerly  included 
under  the  medullary  cancers,  these  latter  gro^^i;hs  are 
gener-ally  supposed  to  be  much  more  common  than  is 
really  the  case.  Their  occurrence  is  indeed  of  con- 
siderable rarity. 

Colloid  cancer. — Colloid  cancer  is  merely  a 
variety  of  scirrhous  or  encephaloid  carcinoma  in  which 
the  cells,  and  in  many  cases  the  stroma,  undergo 
colloid  degeneration.  To  the  naked  eye  a  colloid 
carcinoma  presents  an  irregular  network,  the  spaces 
of  which  are  filled  by  a  clear,  jelly-like,  or  sliglitly 
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opalescent,  gelatinous  substance.  The  network  i.s 
most  open  and  the  colloid  matter  most  abundant  in 
the  central  or  oldest  portions  of  the  tumour,  whilst 
the  periphery  is  much  like  that  of  a  scirrhous  growth 
in  its  iri-egular,  infiltrating  edge,  and  nodulated 
surface. 

Microscopically  examined,  a  section  shows  the 
jilveolation  of  the  matrix  and  the  masses  of  epithelial 
cells  common  to  the  other  varieties  of  carcinoma. 
Some  of  the  cells  are  of  the  same  size  and  shape  as 
those  of  the  glandular  tissue  from  which  the  gi-owth 
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Section  of  a  Carcinoma  of  the  Breast.  Many  of  the  cells 
are  distended  with  colloid  matter,  and  in  the  lower  part  of 
the  section  is  an  irregular  cavity  caused  by  the  bursting  of 
some  such  cells.    (Urouch,  i  inch.) 

springs,  but  others  are  filled  in  varying  degrees  with 
colloid  matter  which  thrusts  the  nucleus  to  one  side 
and  distends  the  cell-body  until  it  bursts.  By  a 
contmuance  of  this  process  in  the  other  cells,  they 
are  gi-adually  destroyed,  and  their  place  taken  by 
the  colloid  substance  which  now  fills  the  alveolus, 
ihe  remains  of  the  walls  of  the  ruptured  cells  can 
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often  be  seen  after  their  contents  liuve  been  dLs- 
charged.  In  many  cases  the  fibrous  matrix  also 
undergoes  degenerative  change,  and  the  fibres  com- 
posing it  swell  up  with  colloid  matter,  whilst  their 
outlines  become  blurred  and  indistinct.  As  the  walls 
of  the  alveoli  are  thus  destroyed,  the  cavities  of  those 
contiguous  to  one  another  become  continuous,  and 
thus  in  the  most  central  or  oldest  poi-tions  of  the 
tumour,  as  already  stated,  the  network  is  more  open 
than  at  the  edges. 

Locality. — Colloid  carcinomata  are  most  common 
in  the  stomach,  but  are  found  also  in  the  breast 
and  intestines,  and  more  rarely  in  other  parts  of  the 
body. 

In  their  clinical  characters  these  tumours  do 
not'  materially  differ  from  the  scirrhous  cancers, 
although  they  are  not  generally  so  malignant,  and 
I'equii^e  no  separate  description. 

The  cylindrical-celled  carcinomata  are  fully 
described  in  the  chapter  on  '-Tumours  of  the  Rectum." 
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CHAPTEE  XXI. 
CYSTS. 

A  CYST  is  a  closed  sac  with  fluid  or  semi-fluid  contents. 
The  following  groups  are  generally  recognized  : — 

1.  Cysts  formed  by  distension  of  pre-existing  tubes 

or  cavities. 

2.  Cysts  of  new  formation. 

3.  Cysts  of  congenital  origin. 

The  cysts  formed  by  distension  of  pre-existing 
tubes  or  cavities  are  the  most  common,  and  are  de- 
veloped in  different  ways.  Thus,  mucous  cysts  are 
the  result  of  some  obstruction  to  the  ducts  of  the 
mucous  glands,  and  sebaceous  cysts  to  a  similar 
retention  of  the  products  of  the  sebaceous  glands, 
whilst  cysts  in  the  breasts  or  kidneys  result  from 
retention  of  the  mammary  or  renal  secretion.  In 
other  cases,  again,  the  cysts  are  developed  by  disten- 
sion of  a  cavity  which  normally  has  no  duct  or  outlet. 
Thus  cysts  of  the  thyroid  gland,  enlarged  bursa;, 
vaginal  hydroceles,  &c.,  are  the  result  of  an  excessive 
secretion  of  fluid  from  the  epithelial  or  endothelial 
cells  of  the  respective  parts. 

Sebaceous  cysts.— These  are  formed  by  blocking 
of  the  duct  of  a  sebaceous  gland,  most  often  by  dirt, 
or  by  surrounding  inflammation.  They  are  most 
common  on  the  scalp,  face,  neck,  and  shoulders,  and 
are  seen  at  all  ages  after  childhood.  In  size  they  vary 
fron\  that  of  a  pea  to  that  of  a  hen's  egg.    They  arc 
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situated  in  the  substance  of  the  skin,  and  the  latter, 
in  consequence,  cannot  be  moved  freely  over  the 
swelling,  whilst,  on  the  most  central  portion  of  the 
tumour,  a  small  black  speck,  which  is  the  obstructed 
sebaceous  duct,  can  often  be  distinguished.  When 
large,  the  cyst  extends  into  the  subcutaneous  tissue. 

A  sebaceous  cyst  contains  sebaceous  matter,  the 
wall  of  the  cyst  being  formed  by  the  epithehal  cells 
of  the  secreting  portion  of  the  gland,  arranged  in 
numerous  layers,  and  placed  upon  a  basement  mem- 
brane of  fibrous  tissue. 

In  some  cases  sebaceous  cysts  become  inflamed  and 
suppurate,  and  thus  give  rise  to  abscesses  or  ulcers, 
which  are  generally  very  slow  to  heal. 

Mucous  cysts  occur  in  connection  with  the 
glands  of  mucous  membrane,  as  do  the  sebaceous  cysts 
in  connection  with  the  glands  of  the  skin.  They  are 
formed  by  distension  of  the  mucous  glands  with  secre- 
tion. They  may  occur  on  any  mucous  surface,  and 
are  commonly  seen  on  the  lips,  the  tongue,  and  the 
vulva. 

Cysts  of  new  formation  develop  in  different 
ways.  Some  result  from  blood  exti'avasations,  as  do 
the  so-called  "  apoplectic  cysts "  of  the  brain  and 
the  arachnoid  cysts ;  others,  like  the  adventitious 
bursse,  result  from  the  accumulation  of  fluid  in  the 
lymphatic  spaces  of  the  connective  tissue,  and  are 
commonly  known  as  serous  cysts,  whilst  a  third 
class  are  formed  in  connection  with  foreign  bodies 
{e.g.,  bullets). 

Hydatid  cysts  lesult  from  the  presence  of  a 
pai-asite  in  the  tissue.  The  parasite  in  question  is  the 
larval  iovm  of  the  Ta?nia  echinococcus,  a  small  tape- 
worm found  in  dogs  and  wolves.  The  eggs  of  this 
worm  are  passed  in  the  fa?ces  of  the  animal,  and  obtain 
access  to  the  human  body  through  the  ingestion  of 
impure  water,  or  of  watercress  and  other  such  un- 
cooked ^'egetable  matter.  The  membrane  which 
surrounds  the  egg  is  dissolved  in  the  secretions  of  the 
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stomach  or  intestines,  and,  the  embryo  being  freed, 
passes  with  the  venous  blood  or  the  lymph  to  other 
parts  of  the  body.  The  liver  is  more  often  affected  b}- 
hydatids  than  any  other  organ,  probably  for  the  reason 
that  so  much  of  the  blood  from  the  alimentary  canal 
passes  directly  through  it,  but  hydatid  cysts  may  occur 
in  any  tissue  or  oi-gan. 

The  immediate  result  of  the  lodgment  of  an  embryo 
echinococcus  is  such  an  amount  of  irritation  of  the 
surrounding  connective  tissue  that  cell- exudation  and 
the  formation  of  fibrous  tissue  soon  cause  the  parasite 
to  be  enclosed  in  a  fibrous  wall  or  envelope,  which  in 
all  cases  constitutes  the  outermost  layer  of  an  hydatid 
cyst.    Within  this  capsule  lies  the  true  cyst-wall,  in 
which  two  layers  may  be  distinguished.    The  outer  of 
these  is  composed  of  a  homogeneous,  elastic,  laminated 
membrane  of  appreciable  thickness,  to  which  the 
name  of  Eclocyst  has  been  applied  by  Huxley.  It 
IS  very  vascular,  and  its  vessels  are  commonly  some- 
what varicose.    Within  this  is  the  Endocyst,  a  thin 
granulated,  non-elastic  membrane,  from  which  are 
produced  buds,  which  afterwards  develop  into  echino- 
coccus heads  or  scolices.    Other  and  smaller  cysts- 
daughter  cysts-also  develop  from  the  lining  mem- 
brane, and  themselves  also  produce  scolices. 

Each  scolex  is  about  0-3  mm.  in  length,  but  the 
tore-part  of  the  body  is  not  infrequently  found  with- 
drawn or  mvaginated  into  the  hinder-part.  In  its 
parenchyma  are  numerous  round  or  oval  calcareous 
particles,  and  its  most  prominent  anterior  part  or 
rostellum  contains  a  ring  of  calcareous  booklets.  The 
hj  datid  fluid  which  distends  the  mother  and  daughter 

S  nt  w',  T^''^'^^*^^^^  coagulate  on 

being  heated;   has  a  specific  gravity  varying  from 

conta,nV°\V  M  """^^'^^  °"  "^^^'^^  and 
ExamZ/  r^.?  albumen, 
to  on..  ^^^^^^*^^^,«^i«^o«cope,the  fluid  is  often  found 
hooK'''''  '"""^  above-mentioned  calcareous 


174 


DERMOID  CYSTS. 


If  left  alone,  an  hydatid  cyst  may  increase  in  size 
and  finally  rupture  into  the  surrounding  tissues,  may 
suppurate,  or,  the  fluid  being  absorbed,  the  contents 
may  become  converted  into  a  cheesy  or  putty-likc 
mass,  and  the  cyst-wall  be  rolled  up  on  itself  and 
remain  encapsuled  in  the  tissues. 

Cysts  of  congenital  origin  appear  to  be  formed 
by  inclusion  of  portions  of  epiblast  or  mesoblast  during 
the  process  of  closure  of  the  thoracic,  abdominal, 
branchial,  or  other  cavities. 

Dermoid  cysts  have  a  cyst-wall  formed  of  true 
skin,  with  papillfe,  hair  follicles,  sudoriparous  and  seba- 
ceous glands.  They  are  always  of  congenital  origin, 
but  frequently  do  not  become  noticeable  before  child- 
hood or  puberty.  They  contain  sebaceous  matter, 
and  increase  in  size  by  the  constant  secretion  of  the 
sebaceous  glands  which  line  the  cyst-wall,  and  empty 

Fig.  34. 


Section  of  tlie  "Wall  of  a  Dermoid  Cyst  of  tlic  Ovary, 
sbowiug  large  sebaceous  glaudsaud  cross  sectious  of  hairs. 
(Oroucli,  i  iucli.) 

their  contents  into  its  cavity.  More  rarely^  they 
contain  bone,  teeth,  &c.— a  circumstance  which  is 
.-•enerally  accounted  for  by  the  supposed  inclusion  of 
portions  of  mesoblast  as  well  as  of  epiblast. 
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Dermoid  cysts  are  common  at  the  angles  of  the 
orbit  and  in  the  eyelids,  where  they  are  always  found 
beneath  the  deep  fascia,  the  skin  being  quite  movable 
over  them.  They  also  occur  with  some  frequency  in 
the  ovary,  and  more  rarely  in  the  floor  of  the  mouth, 
and  the  testis. 

In  the  neck,  dermoid  cysts  are  also  met  with  in 
the  lines  of  the  branchial  clefts,  and  are  here  called 
branchial  cysts."  They  are  formed  in  this  situation 
from  the  epiblastic  tissues  lining  the  clefts,  and  are 
always  found  beneath  the  deep  fascia.  In  the  lines 
'  of  the  branchial  clefts  also  small  cartilaginous  f^rowths 
may  develop.  They  have  been  called  "accessory 
auricles,"  and  are  composed  of  irregular  masses  of 
hyaline  cartilage,  with  a  little  fibrous  tissue.  They  are 
often  associated  with  branchial  cysts.    (See  Fig.  35.) 

Further  descrii3tion  of  dermoid  and  other  congenital 
cysts  will  be  found  in  the  chapters  devoted  to  parti- 
cular regions. 

Cystic  hygroma.— This  name  is  applied  to  certain 
cysts  ol  congenital  origin,  which  are  most  often  met 
with  in  the  neck  and  the  axilla ;  they  are  also  named 

hydrocele  of  the  neck." 
_  These  growths  are  generally  seen  in  young  children, 
m  whom  they  form  tense  and  painless  swellings  of 
various  sizes.  In  some  cases  they  grow  rapidly;  in 
others  they  shrink  and  dwindle  away.  In  yet  other 
cas^s  they  persist,  but  do  not  alter  in  size 

Dissection  shows  either  single  or  multiple  cvsts 
generally  situated  in  the  submaxiUary  region  or  el 4 
in  the  posterior  triangle  of  the  neck.  The  c'ysts  are' 
ormed  by  a  dehcate  wall  of  connective  tissue,  wm!  a 
Zt  r""'  ^^"^brane,  enclosing  clear  serous  flu 
aiKUn  some  cases  are  not  surrounded  by  any  soHd  new 

is  s^m?  ^Jrri!''''''?'"'  ^^'^"^^^  ^"^^  between  the  cysts 
t ranT     I  ^^^^  gelatinous  and  semi- 

tianslucent,  and  not  unlike  Wharton's  ielly  in  a 
recently  cut  umbilical  cord.    The  hygromiraie  iii 
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fact  formed  from  portions  of  included  mesoblast,  and 
are  composed  of  a  loose  connective  tissue  whose  spaces 
are  distended  with  Huid. 

Fig.  35. 


In  solid  tumours,  also,  degeneration  cysts  are 

liable  to  form,  especially  in  the  sarcomata,  enchon- 
dromata,  and  soft  fibromata.  These,  however,  are  not 
to  be  included  amongst  the  true  cystic  tumours. 
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A  CONTUSION  is  a  subcutaneous,  lacerated  wound. 
The  various  soft  tissues  are  torn,  and,  the  vessels 
being  injured,  blood  escapes  and  stains  the  neighbour- 
ing parts.  The  damaged  structures  are  repaii-ed  by  a 
process  of  plastic  inflammation  with  organisation  of 
the  inflammatory  products  into  fibrous  tissue;  sup- 
puration is  rare,  but  occasionally  occurs. 

The  amount  of  the  subcutaneous  ha3morrhtvge  which 
accompanies  a  contusion  depends  on  the  extent  of  the 
injuiy^  the  resistance  offered  by  the  tissues  to  the 
extravasated  fluid,  and  the  size  of  the  injured  vessels. 
In  cases  where  a  large  area  of  tissue,  not  containing 
any  important  vessels,  has  been  the  seat  of  contusion, 
the  htemorrhage  will  be  diffuse,  and  will  result  in  the 
production  of  a  general  ecchymosis,  but  where  the 
injury  is  more  locahzed,  where  the  tissues  are  lax 
and  yielding,  or  where  a  large  vessel  has  been  torn, 
the_eff"used  blood  is  collected  into  a  mass,  and  forms 
a  circumscribed  extravasation,  a  blood-tumour,  or  a 
hsematoma. 

In  the  case  of  a  general  ecchymosis  the  following 
changes  occur  in  the  extravasated  fluid  The  fibrin 
clots,  and  causes  a  certain  amount  of  induration.  It 
IS  subsequently  either  organized  and  developed  into 
new  fibrous  tissue,  or,  more  probably,  is  absorbed  by 
the  leucocytes,  which  are  soon  exuded  as  the  result  of 
the  injury.   The  serum  and  leucocytes  escape  into  tlie 
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neighbouring  lymphatics,  and  are  thus  removed.  The 
red  blood-cells  disintegrate,  and  their  colouring  matter 
is  dilfused  amongst,  and  stains,  the  surrounding  parts. 
The  hfemoglobin  undergoes  a  series  of  changes,  which 
finally  result  in  the  production  of  hsematoidin,  and 
the  colour  of  the  contused  parts  passes  through 
various  hues,  the  last  being  a  pale  lemon  or  citron. 
Crystals  of  hsematoidin  of  this  latter  tint  may  be  found 
for  many  months  in  the  neighbourhood  of  a  contused 
part. 

The  removal  of  the  blood  which  forms  a  hasmatoma 
requires  much  more  time  than  the  disintegration  of 
a  simple  ecchymosis.  The  coagulated  fibiin  surrounds 
the  fluid  portion  of  the  blood,  and  is  itself  surrounded 
by  newly  formed  fibrous  tissue,  which  results  from 
the  irritation  of  the  neighbouring  parts  by  the  mass 
of  extravasated  blood.  New  vessels  are  formed,  and 
penetrate  the  dense  wall  which  encloses  the  serum 
and  corpuscles,  and  after  a  time  the  latter  are  slowly 
absorbed.  The  red  blood-cells  disintegrate,  in  the 
manner  already  described,  but  their  colouring  matter, 
instead  of  staining  the  tissues,  as  in  a  general _  ecchy- 
mosis, is  diffused  throughout  the  serum  in  which  the 
cells  are  suspended,  and  thus  the  fluid  contents  of  the 
hsematoma  become  generally  stained,  and  are  often 
of  a  dark  or  tarry  colour.  If  the  serum  is  now 
absorbed,  the  fluid  contents  of  the  blood-cy.st  become 
thickened  and  inspissated,  but  if  absorption  does  not 
occur,  then  the  hpeinoglobiu  gradually  undergoes  a 
series  of  changes  which  result  in  its  loss  of  colour,  the 
formation  of  hasmatoidin,  and  the  production  of  a 
cyst  which  may  contain  an  almost  clear  fluid.  Such 
a  condition  as  this  is  more  often  seen  in  ha;morrliages 
into  the  brain  or  the  arachnoid  cavity  than  elsewhere. 

In  other  cases,  again,  the  swelling  caused  by  the 
blood-tumour  never  subsides,  and  a  permanent  hard 
lump  may  persist,  which  on  section  is  found  to  be 
composed  of  fibrous  tissue.  The  blood-clot  is  said  to 
have  become  organised,  but  the  exact  manner  m  which 
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this  organisation  takes  place  does  not  differ  from  that 
about  to  be  described  as  occurring  in  the  internal 
coagulaof  injured  vessels. 

Lastly,  where  the  parts  have  been  so  injured  that 
suppuration  ensues,  the  extravasated  blood  tends  to 
decompose.  It  becomes  mingled  with  the  products  of 
suppuration,  and  together  with  them  is  discharged. 


(    i«o  ) 


CHAPTER  XXIII. 

KflBMORRKAGE  AND  INJURIES  OF 
VESSBIiS. 

H.EMORRHAGE  is  tlie  escape  of  blood  from  the  vessels 
within  which  it  should  normally  remain.  The  escape 
may  be  due  to  eithei'  disease  or  injury,  but  it  is  with 
the  latter  alone  that  we  are  at  present  concerned. 

If  a  wound  be  inflicted  on  almost  any  part  of  the 
body  bleeding  results,  but  in  the  very  large  majority 
of  cases  the  flow  of  blood  is  arrested  without  recoui'se 
to  any  artificial  means,  and  it  is  onl}^  when  some  large 
vessel  is  opened  or  the  patient  is  a  "  bleeder  "  that 
death  ensues  from  loss  of  blood  or  syncope. 

It  is  well  known  that  blood  tends  to  coagulate 
Avhen  no  longer  in  contact  with  the  endothelium  of  a 
healthy  vessel,  and,  where  nothing  but  small  capillaries 
and  arterioles  have  been  wounded,  the  coagulation  of 
the  blood  is  alone  sufiicient  to  plug  the  apertures  in 
the  vessels,  and  to  arrest  the  flow.  But  where  larger 
arteries  have  been  wounded,  and  the  lo.ss  of  blood  is 
great,  changes  occur  in  the  injured  vessels  themselves 
which  help  to  bring  about  what  is  always  the  final 
means  of  stoppage,  namely,  the  coagulation  of  the 
blood. 

If  an  artery  be  cut  across,  it  immediately  retracts 
by  virtue  of  its  elasticity,  and,  by  thus  retracting,  its 
bleeding  orifice  tends  to  be  covered  up  and  compressed 
by  the^tissues  amongst  which  it  is  placed;  the  flow 
of  blood  is  thereby  diminished,  and  coagulation  is 
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fiivoured.  Another  effect  of  injury, to  a  vessel  is  con- 
traction. This  is  not  the  resvilt  of  elasticity,  but  of 
muscular  action  which  is  brought  into  play  by  both 
the  injury  and  the  exposure  of  the  muscle-coat.  So 
greatly  is  the  lumen  of  a  vessel  diminished  by  this 
means,  that,  in  small  arteries,  the  blood-flow  may  be 
entirely  ari'ested  by  it  alone. 

It  has  already  been  said  that  the  whole  artery 
retracts  within  the  surrounding  tissues,but,  in  addition, 
the  internal  and  middle  coats,  which  are  more  elastic 
than  the  outer,  letract  yet  more,  and,  by  curling  in 
towards  the  lumen,  still  fur-ther  arrest  the  blood- 
stream. 

Lastly,  the  more  blood  the  patient  loses  the  more 
coagulable  does  the  remaining  blood  become,  and  the 
weaker  is  the  heart's  action  and  the  blood-stream. 

In  these  various  ways,  therefore,  the  blood-stream  is 
weakened  in  cases  of  wounds  of  large  vessels,  but  it 
must  be  distinctly  borne  in  mind  that  each  and  all 
tend  to  one  end,  namely,  the  coagulation  of  the  blood. 
If  the  latter  did  not  occur,  all  the  other  events  would 
be  useless,  and  it  is  by  the  formation  of  a  clot  in  the 
tissues  outside  the  wounded  vessels,  the  so-called 
"  external  coagulum,"  that  the  bleeding  is  tem- 
porarily arrested. 

This  external  clot  is,  then,  but  a  temporary  expe- 
dient ;  it  is^  placed  at  the  end  of  the  bleeding  vessel 
until  a  suflicient  amount  of  time  has  elapsed  for  the 
artery  to  be  permanently  sealed,  and,  by  the  time  this 
result  has  been  attained,  the  external  coagulum  is 
undergoing  absorption,  and  is  subsequently  entirely 
removed. 

The  permanent  occlusion  of  the  injured  vessel  is 
accomplished  by  a  process  of  plastic  inflammation,  i.e., 
by  an  exudation  of  inflammo,tory  products,  and  a 
subsequent  or^unisation  of  the  latter  into'  iibrous 
tissue.  Soon  niter  the  external  clot  has  been  formed 
and  bleeding  has  ceased,  the  ordinary  phenomena  of 
luHannnation  make  their  appearance  at  the  injured 
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part,  the  cut  ends  of  the  injured  vessel  as  well  as  the 
surrounding  tissues  become  swollen  and  more  vascular, 
exudation  of  inflammatory  products  results,  and  within 
a  few  hours  the  end  of  the  cut  vessel  may  be  found 
embedded  in  a  small  mass  of  lymph.  This  lymph 
very  shortly  becomes  vascularized  by  the  formation 
of  new  blood-vessels  from  the  vasa  vasorum  of  the 
injured  artery,  and  finally  undergoes  organisation  into 
fibrous  tissue  in  a  manner  precisely  similar  to  that 
which  occurs  in  the  healing  of  a  wound  by  first 
intention.  In  this  way  the  coats  of  the  artery  become 
matted  to  one  another  and  to  the  sheath,  and  the 
whole  end  of  the  cut  vessel  is  plugged  by  a  firm  mass 
of  fibrous  tissue  continuous  with  the  scar  tissue  of  the 
wounded  cutaneous  surface. 

At  the  same  time  that  these  changes  are  in  progress, 
the  blood  in  the  injured  vessel  also  clots,  and  the 
clotting  extends  a  little  way  up  from  the  seat  of 
injury,  never  reaching  beyond  the  origin  of  the  first 
large  bi-anch  given  off  above  the  wound.  This  clot, 
in  contradistinction  to  that  outside  the  vessel,  is  called 
the  internal  coagulum,  and  much  more  importance 
has  been  attached  to  it  as  a  means  of  permanent 
occlusion  than  it  deserves.  The  internal  coagulum 
owes  its  origin  to  either  the  stopjDing  of  the  blood- 
stream or  to  the  proximity  of  the  inflammatorv 
exudation,  for  blood  always  tends  to  clot  where  the 
tissues  are  inflamed.  The  following  changes  occur  in 
the  clot  after  its  formation  : — 

At  first  it  is  of  a  dark-red  colour,  and  not  at 
all  adherent  to  the  vessel-wall.  In  a  few  daj-s  it 
becomes  of  a  lighter  hue,  and  adherent  to  the  artery  ; 
gradually  it  becomes  white,  firm,  and  fibrous,  and,  in 
the  process,  shrivels  in  all  its  diameters.  Finally,  it 
becomes  in  part  detached  from  the  walls  of  the  artery, 
and  remains  attached  by  its  base  alone  to  the  fibrous 
tissue,  which  by  this  time  plugs  the  end  of  the  vessel. 

If  sections  be  made  of  the  clot  and  of  the  artery 
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whicli  cou tains  it  during  this  process  of  organisation, 
the  following  changes  will  be  observed  : — 

At  first  the  section  shows  nothing  but  red  blood- 
cells  entangled  in  a  network  of  fibrin.  Within  a 
day  or  two  these  red  blood-cells  have  all  disinte- 
grated, and  leucocytes  in  greatly  increased  numbers 
are  now  seen.  By  the  third  or  fourth  day  newly 
formed  vessels  penetrate  into  the  clot  from  the  vascu- 
larised  lymph  at  the  seat  of  injury,  as  well  as  from 
the  neighbouring  vasa  vasorum,  and  from,  these  an 
increased  supply  of  leucocytes  is  derived.  By  the 
eighth  or  tenth  day  the  whole  clot  is  formed  of  leuco- 
cytes, which  have  displaced  and  destroyed  the  original 
clot  and  its  red  blood-cells,  and  are  already  under- 
going organisation  into  fibrous  tissue.  The  newly 
formed  vessels  now  shrink  and  disappear,  the  young 
fibrous  tissue  of  the  clot  also  shrinks,  and,  finally,  a 
firm  fibrous  plug  is  all  that  remains  of  the  internal 
coagulum. 

Of  what  use,  then,  is  the  internal  clot  1  It  acts  as 
a  bufier,  and  prevents  the  rush  of  blood,  which  would 
otherwise  tend  to  wash  away  the  exuded  lymph  from 
the  cut  end  of  the  vessel.  It  further  tends  to  act  as 
a  permanent  Jjlug,  and  although  of  itself  it  would 
be  quite  insufiicient  to  stop  the  forcible  blood- stream 
in  a  large  vessel,  it  is  yet  of  some  service  in  this 
respect. 

COIfTUSZOia'  OF  ARTERIES. 

Contusions  of  arteries  may  either  set  up  inflam- 
matoiy  changes  in  the  vessel  without  any  definite 
injury  being  produced,  or  may  cause  a  laceration  of 
the  internal  and  middle  coats  without  tearing  the 
external  coat  or  the  sheath.  In  the  latter  case  the 
effects  of  the  contusion  are  precisely  the  same  as  those 
produced  by  the  application  of  a  ligature,  and  the 
inner  coats  alone  give  way,  on  account  of  their 
more  brittle  nature.    The  torn  coats  curl  in  towards 
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the  lumen,  and  obstruct  the  blood-stream.  Very 
soon  after  the  injury,  coagulation  of  the  blood 
commences  at  the  injui-ed  spot,  and  the  artery  is 
gradually  occluded  both  by  the  coagulated  blood  and, 
later  on,  by  the  formation  of  fibrous  tissue  produced 
for  the  repair  of  the  damaged  vessel.  The  con- 
dition of  the  hmb  Ijelow  the  seat  of  injury  is 
exactly  the  same  as  it  would  be  after  ligature — cold, 
white,  and  pulseless.  If  the  collateral  circulation  be 
sufficient  to  keep  it  alive,  all  will  go  well;  if  not, 
gangrene  will  ensue.  Unfortunately,  however,  cases 
of  partial  laceration  of  an  artery  are  seldom  un- 
complicated. The  injury  which  damages  the  vessel  is 
very  likely  to  imjilicate  its  accompanying  veins,  and, 
if  the  cii'culation  in  the  latter  be  also  arrested,  the 
chance  of  the  occurrence  of  gangrene  is  greatly 
increased. 

RTTPTURE    OF  ARTERIES. 

Complete  subcutaneous  ruptui^e  of  a  large  artery  is 
an  accident  of  rare  occurrence,  and  is  more  frequently 
seen  in  the  popliteal  and  brachial  than  in  any  other 
vessel.  The  immediate  result  of  complete  rupture  is 
the  rapid  extravasation  of  blood  into  the  neighbouring 
soft  tissues.  Forcibly  driven  by  the  heart's  action,  the 
blood  may  he  propelled  to  considerable  distances  along 
the  fascial  planes,  and  the  whole  limb  becomes  livid, 
•swollen,  pulseless,  and  cold.  At  first  the  swelling 
situated  over  the  injured  vessel  pulsates,  but  as  the 
pai-ts  become  more  and  more  filled  with  coagulated 
blood,  it  is  impossible  for  the  heart  to  distend  them 
further,  and  pulsation  ceases.  If  nothing  be  done, 
gangrene  will  ensue,  not  only  because  the  arterial  fiow 
is  interfered  with,  but  also  becavise  the  extravasated 
blood  causes  pressure  on  the  veins,  and  so  prevents 
the  return  of  the  venous  blood.  It  is  of  the  utmost 
practical  importance  to  recognise  this  latter  fact,  for 
if  any  attempt  were  made  to  treat  the  case  by  ligature 
of  the  artery  above,  as  thougli  it  were  one  in  wlucli 
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the  eliusecl  blood  was  in  a  definite  sac,  gangrene  would 
inevitably  ensue. 

TRAUMATIC  ANEURYSIMC. 

A  traumatic  aneurysm  is  a  "  tumour  containing 
blood  communicating  with  the  cavity  of  an  artery," 
and  resulting  from  an  injury. 

Ti-aumatic  aneurysms  may  be  caused  either  by  open 
wounds  or  by  subcutaneous  lacerations  of  an  artery. 
In  the  former  case  the  vessel  is  usually  opened  by  a 
puncture  with  a  sharp  instrument,  which  is  at  once 
withdrawn.  Ha3morrhage  immediately  ensues,  but  is 
arrested  by  pressure.  The  pressure,  although  svifficient 
to  prevent  the  egress  of  blood  from  the  skin-wound, 
does  not  suffice  to  prevent  it  from  slowly  leaking  out 
of  the  wounded  artery.  A  collection  of  blood  is  thus 
formed  in  the  surrounding  tissues,  and  these,  being 
irritated  by  its  presence,  become  matted  and  con- 
densed by  fibrous  tissue.  By  this  condensation,  the 
further  extravasation  of  blood  is  prevented,  and  an 
"  aneurysmal  sac "  is  formed,  which  soon  becomes 
thickened  and  strengthened  by  coagulation  of  some 
of  the  blood  withm  it.  It  is  immaterial  whether  the 
original  hasmorrhage  be  aiTested  by  artificial  pi-essure 
or  by  the  resistance  offered  to  the  escape  of  blood  by 
the  muscles  and  fascife  through  which  it  flows. 

In  other  cases  an  artery  is  subcutaneously  torn  or 
otherwise  injured  without  any  skin-wound  being 
caused — e.g.,  in  fractures  or  dislocations,  as  well  as, 
more  rarely,  in  simple  contusions  or  strains.  Under 
these  circumstances,  as  in  punctured  wounds,  the 
resistance  offered  by  the  surrounding  parts  is  often 
sufficient  to  prevent  a  wide  extravasation  of  the  blood, 
and  the  latter  becomes  limited  by  condensation  of  the 
soft  parts,  and  by  clot,  in  the  same  way  as  in  the 
former  case. 

Another  mode  of  formation  of  traumatic  aneurysm 
has  been  described,  but  is  of  somewhat  doubtful 
occurrence.    In  punctured  wounds  of  arteries  which 
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have  healed,  the  resulting  scar  is  sui^posed  to  become 
distended  by  the  blood-pressure,  and  an  aneurysmal 
sac  is  thus  formed  by  dilatation  of  the  vessel  at  the 
seat  of  injury. 

The  limitation  of  the  flow  of  blood  by  formation  of 
the  sac  is  to  be  regarded  as  the  first  step  towards  the 
healing  of  the  injured  artery.  If  no  sac  were  formed, 
gangrene  would  ensue,  but,  the  escape  of  blood  having 
once  been  limited,  the  tendency  to  a  natural  cure  is 
very  considerable,  and  any  aid  afforded  by  rest  and 
artificial  pressure  is  most  likely  to  bring  about  a  gradual 
filling  up  of  the  sac  by  the  deposit  of  laminated  fibrin 
from  the  flowing  blood,  and  to  result  in  the  sub- 
sequent occlusion  of  the  injured  vessel.  In  other 
cases  the  aneurysm  increases,  and  by  its  pressure  on 
the  vessels  may  lead  to  gangrene  of  the  limb.  The 
.same  I'esult  may  also  be  brought  about  by  the  giving 
way  of  the  sac  and  the  escape  of  its  contained  blood 
into  the  neighbouring  parts. 

ARTERXO-VEM-OUS  AN-EURYSIVI. 

An  arterio-venous  aneurysm  is  an  abnormal  com- 
munication between  an  artery  and  a  vein.  There  are 
two  varieties.  In  the  one,  the  communication  between 
the  two  vessels  is  direct ;  in  the  other,  the  bluod 
passes  through  an  aneurysmal  sac  placed  between  the 
commuiiicating  trunks.  The  first  variety  is  called 
an  aneurysmal  varix ;  the  second,  a  varicose 
aneurysm. 

Arterio-venous  aneurysms  are  most  usually  tlie 
result  of  punctured  wounds.  They  are  generally 
situated  on  the  limbs,  and  the  communicating  vessels 
are  most  frequently,  in  the  case  of  the  upper  ex- 
tremity, the  brachial  artery  and  the  median  basilic 
vein ;  in  the  lower  extremity,  the  superficial  femoral 
artery  and  its  accompanying  vein. 

They  are  produced  as  follows  : — A  puncture  is  made 
by  some  sharp,  narrow  instrument,  which  passes 
through  one  vessel  and  opens  the  other.  External 
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hjemorrhage  is  arreated  either  by  artificial  means  or 
else  by  the  resistance  offered  by  the  surrounding  parts. 
The  blood  flows  in  the  direction  of  the  least  resistance^- 
and  this,  in  the  case  of  the  artery,  is  frequently  into 
the  wounded  vein.  In  many  instances  the  wounded 
vessels  become  adherent  by  the  inflammatory  effusion 
which  is  poured  out  for  their  repair,  and  the  blood 
continues  to  pass  directly  from  the  one  into  the  other 
— aneurysmal  varix. 

In  other  cases  the  extravasated  blood  separates  the 
vessels  fi'om  one  another,  and  a  ti-aumatic  aneurysm  is 
formed  between  the  arteiy  and  the  vein  ;  through 
this  the  blood  circulates  in  its  transit  between  the 
vessels — varicose  aneurysm.  Occasionally  the  arterial 
blood  escapes  not  only  into  the  vein,  but  also  into 
the  surrounding  tissues.  The  quantity  effused  maybe 
sufficiently  great  to  endanger  the  vitality  of  the  limb. 

Very  rarely,  arterio-venous  aneurysms  are  formed 
independently  of  injury,  and  sometimes  result  from 
the  opening  of  an  ordinary  pathological  aneurysm 
into  a  neighbouring  vein. 

The  two  forms  of  arterio-venous  aneurysm  are  not 
equally  serious.  An  aneuiysmal  varix  often  does  not 
tend  to  increase  in  size,  whilst  a  varicose  aneurysm 
pursues  the  course  of  any  untreated  aneurysm,  and 
tends  to  increase. 

In  either  case,  the  veins  below  the  communication 
become  tortuous,  distended,  and  thickened,  whilst  the 
ai-teries  above  it  tend  to  become,  not  only  dilated,  but 
thmned  to  such  an  extent  that  their  ligature,  if 
attempted  after  the  lapse  of  years,  is  extremely  likely 
to  be  followed  by  secondary  hjemorrhage.  The  dis- 
tended veins  pulsate  almost  as  forcibly  as  do  arteries, 
and  the  finger  placed  upon  them  at  once  detects  a 
well-marked  thrill.  Over  the  seat  of  communication 
a  loud,  continuous,  humming  bruit  is  always  heard, 
which  may  be  propagated  for  a  considerable  distance 
'  .along  the  limb. 

,   The  chief  danger  of  arterio-venous  aneurysm  is 
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rupture  and  liPemoiThage.  In  some  cases,  indepen- 
dently of  such  an  accident,  the  use  of  the  Hmb  is 
much  interfered  with. 

OWr  THE  CHAM-GES  PRODUCED  IN  THE 
VESSEI,S  BY  THE  VARIOUS  METHODS 
EmPIiOYED  rOR  THE  ARREST  OT  HEMOR- 
RHAGE. 

All  the  methods  of  treatment  employed  for  the 
arrest  of  hsemorvhage  aim  at  one  object,  namely,  its 
temporary  arrest.  By  none  of  them  can  the  vessel 
be  permanently  occluded  ;  the  most  that  ligature, 
torsion,  acupressure,  &c.,  can  do  is  to  take  the  place 
of  the  external  clot,  and  arrest  the  haemorrhage  for  a 
.sufficient  length  of  time  to  allow  of  the  permanent 
closure  of  the  injured  artery. 

■  Pressure  acts  mechanically,  by  obliterating  the 
lumen  of  the  injured  vessel,  and  so  preventing  the 
further  escape  of  blood. 

Acupressure  is  only  another  means  of  applying 
pressure. 

Styptics  induce  the  formation  of  an  external  clot. 

Cold  causes  contraction  of  the  cut  artery  and  a 
nan'owing  of  its  lumen. 

Ligature. — When  a  round  ligature  is  applied  to  a 
vessel  and  tightly  tied,  the  internal  and  middle  coats, 
being  brittle,  are  cut  across,  and  the  external  one, 
Ijeing  tough  and  resistant,  is  drawn  in  by  the  ligature 
and  obstructs  the  flow  of  blood.  The  material  of 
which  the  ligature  is  composed  exercises  no  influence 
on  the  behaviour  of  the  vessel  which  is  tied,  but 
the  ividtk  of  the  ligature  is  of  importance.  If  it  is 
round  and  narrow,  the  inner  coats  are  certain  to 
be  cleanly  cut.  If  broad  and  flat,  the  coats  may  not 
be  cut  at  all,  but  may  all  be  drawn  together,  as  is  the 
external  coat  alone  when  narrow  ligatures  are  used. 
The  permanent  closure  of  the  vessel  by  the  exudation 
and  organisation  of  plastic  lymph,  and  the  formation 
and  organisation  of  .an  internal  clot,  does  not  difl'cr 
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from  the  process  already  desciibed  in  dealing  with 
the  natural  ai-rest  of  hsemorrhage;  and  Messrs.  Ballance 


Fig.  36. 


Al-teiy  soou  after 
lyigatmv,  showing 
tlie  inner  and  middle 
coats  rotractod. 


Fig.  37. 


Artery  filled  with  an 
Internal  Clot. 


Fig.  38. 


Artery  with 
Shrunken  Internal 
Clot,  and  orifice 
sealed  by  fibrous- 
tissue. 


and  Edmunds  have  shown  that  the  mode  of  occlusion 
by  fibrous  tissue  is^  the  same  whether  the  inner  and 
middle  coats  have  been  divided  by  the  ligature  or  not, 
although  the  amount  of  exudation  and  of  fibrous  tissue 
IS  less  when  these  coats  have  not  been  divided  than, 
when  they  have  been  injured. 

If  the  ligature  be  of  soft  animal  tissue,  such  as  cat- 
gut, and,  further,  if  it  be  aseptic,  it  will  not  act  as  a 
foreign  body  with  respect  to  the  artery  which  it 
encircles,  and  therefore  suppuration  will  not  ensue 
If,  however,  the  ligature  be  of  silk  or  hemp,  and  is 
not  rendered  aseptic,  then  so  long  as  it  remains  in 
contact  with  the  vessel-waU  inflammation  will  con- 
tinue, suppuration  will  ensue,  the  arteiy-wall  will 
ulcerate,  and  gradually  the  ligature  will  cut  through 
the  external  coat  and  be  cast  off. 

Torsion — In  torsion,  the  end  of  the  cut  artery  i.s 
seized  and  twisted  several  times  transversely  to  its  lono- 
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axis.  The  result  of  thi.s  treiitment  is  the  rupture  of 
the  internal  and  middle  coats,  as  by  the  application  of 
a  ligature,  and  the  twisting  up  of  the  extei'nal  coat 
so  as  to  form  a  sort  of  plug  at  the  end  of  the  torn 
vessel.  Sometimes  this  twisted  external  coat  slousrhs, 
on  account  of  the  interference  with  its  blood-supply, 
but  this  is  not  usually  the  case.  The  permanent 
closure  of  the  vessel  occurs  in  the  manner  already 
described. 

RECURREN'T  ANO  SECOTTDARY 
H2:nXORRHAGE. 

Bleeding  which  re-commences  after  having  been 
once  arrested  is  called  either  recurrent  or  secondary. 
The  term  recuri-ent  is  sometimes  limited  to  the 
bsemorrhage  which  occurs  -within  twenty-four  hours 
of  injury,  but  the  definition  is  purely  arbitr.ary. 
Secondary  hfemorrhage  is  most  common  during  the 
first  fortnight  after  injury,  but  may  occur  at  any  time 
before  the  wound  is  healed. 

Thei-e  are  three  main  causes  of  secondary  hfemor- 
rhage, using  the  term  to  include  the  recurrent  variety 
— first,  accident ;  second,  unhealthy  conditions 
of  the  wound  ;  third,  disease  of  the  vessels. 

1.  The  accidental  causes  include  such  things  as  the 
use  of  a  piece  of  bad  ligature,  which  softens  and 
gives  way  too  soon ;  the  overlooking  of  a  wounded 
vessel,  which  does  not  bleed  at  the  time  the  wound  is 
inflicted,  either  because  it  contracts  from  exposure,  or 
else  because  the  patient  is  faint ;  the  tying  of  a  liga- 
ture badly,  so  that  the  knots  slip ;  an  accidental 
contusion  of  the  wounded  part,  and  the  displacement  or 
tearing  open  of  recently  formed  clot  or  inflammatory 
exudation,  if  in  any  of  these  ways  the  ligatures  which 
have  been  employed  for  the  temporary  arrest  of 
ha3lnorrhage  are  displaced  before  the  artery  is  per- 
manently sealed,  ha'inori-hage  will  occur. 

2,  So  long  as  a  wound  is  healthy,  and  is  cither 
healing  by  first  intention  or  by  granulation,  there  is 
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little  fear  of  secondary  haemorrhage.  The  condition 
of  the  wound  may  be  taken  as  the  index  of  the  con- 
dition of  the  vessels  and  their  contained  clots.  If  the 
former  is  healing  well,  it  is  pretty  certain  that  the 
ends  of  the  arteries  are  being  firmly  plugged  by  fibrous 
tissue,  and  their  internal  clots  are  undergoing  organisa- 
tion. If,  however,  the  wound  is  sloughy,  or  the  seat 
of  erysipelas  or  other  septic  inflammation,  then  it  is 
exceedingly  probable  that  reparative  processes  are  not 
progressing  favourably  in  the  cut  vessel,  and  that  the 
clot  is  tending  to  disintegrate.  It  is  evident  that 
under  these  circumstances  secondary  hfemorrhage  is 
likely  to  ensue,  for  not  only  may  there  be  a  failure  in 
the  organisation  of  the  inflammatory  products,  but 
the  ends  of  the  vessels  themselves  may  be  involved  in 
the  destruction,  and  may  slough  or  become  so  much 
softened  that  the  ligatures  which  encircle  them  may  cut 
through.  Further  attempts  at  securing  the  artery 
may  be  thwarted  by  the  fact  that  the  softened  vessels 
will  not  admit  the  application  of  a  ligature,  however 
carefully  applied. 

3.  A  diseased  condition  of  the  injured  vessels  pre- 
disposes to  secondary  hfemorrhage  in  two  ways. 
First,  when  tied,  the  ligature  is  liable  to  quickly 
cut  its  way  through  the  softened  wall;  or,  when 
twisted,  the  twisted  end  is  liable  to  slough.  Secondly, 
on  account  of  their  unhealthy  condition,  the  reparative 
processes  which  ensue  upon  injury,  and  which  nor- 
mally seal  a  healthy  vessel,  are  liable  to  be  themselves 
of  an  unhealthy  nature,  and  the  inflammatory  pro- 
ducts either  do  not  develop  into  fibrous  tissue  at  all 
or  do  so  only  very  slowly. 

Injuries  of  veins — Wounds  of  veins  frequently 
heal  without  occlusion  of  the  vessel,  and,  if  clean  cut 
without  any  apparent  cicatrix.  A  wounded  vein  heals 
more  readily  than  a  wounded  artery,  on  account  of 
the  much  more  feeble  blood-stream  in  it.  The  mode 
ot  healing  is  identical  with  that  met  with  in  the 
other  soft  tissues,  namely,  by  plastic  inflammation, 
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with  a  consequent  exudation  and  subsec^uent  develop- 
ment of  lymph  into  fibrous  tissue. 

A.ZJL   XTT  VEIN'S. 

If  air  be  mingled  with  the  venous  blood,  it  prevents 
the  proper  circulation  of  the  latter  through  the  lungs, 
obstructs  the  right  side  of  the  heart,  and  may  cause 
death. 

A  wound  in  a  vein  does  not  permit  the  entrance  of 
air  except  under  certain  conditions.  If  under  ordinary 
circumstances  a  vein  be  incised,  either  the  blood 
rapidly  escapes  from  it  or  the  atmospheric  pressure 
causes  its  collapse.  If,  however,  a  vein  be  held  open — 
e.g.,  if  in  removing  a  tumour  traction  be  employed  at 
a  time  when  a  venous  trunk  is  wounded,  and  especially 
if  the  wounded  vein  be  near  to  the  thorax,  and  its 
contained  blood  is  brought  under  the  influence  of  the 
sviction  produced  by  deep  inspiration — then  air  is 
liable  to  pass  with  the  blood- stream  to  the  right  side 
of  the  heart.  The  entrance  of  air  is  usually  accom- 
panied by  a  hissing  or  gurgling  sound,  and  is  im- 
mediately followed  by  urgent  dyspnoea  and  laboured 
cardiac  action.  Such  an  accident  most  frequently 
occurs  in  operations  at  the  root  of  the  neck,  where 
the  veins  are  large,  are  close  to  the  thorax,  and  are 
more  or  less  held  open  by  the  deep  fascia. 
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CHAPTER  XXIV. 

FRACTURES. 

A  FRACTURE  is  a  solution  of  contiuiiity  of  a  bone.  If 
tlie  broken  ends  of  the  lione  are  not  exposed  to  tlie 
external  air  through  the  medium  of  a  wound,  tlie 
fracture  is  said  to  be  a  simple  one.  If  the  reverse 
is  the  case,  the  fracture  is  compound. 

A  comminuted  fracture  is  one  in  which  the  bone 
is  broken  into  more  than  two  pieces. 

A  complicated  fracture  is  one  in  which  the  frac- 
ture is  complicated  by  some  injury  to  important 
neighbouring  structures — e.g.,  the  tearing  of  a  main 
ai-tery,  extension  into  a  neighboiuing  joint,  dislocation 
of  the  fractured  bone,  etc. 

Again,  the  direction  in  which  the  line  of  fracture 
traverses  the  bone  supplies  the  means  for  further 
classification.  Thus,  a  transverse  fracture  is  one  in 
which  the  bone  is  Ijroken  at  right  angles  to  its  long 
axis ;  an  oblique  fracture,  where  the  line  of  fracture 
is  oblique.  Simple  transverse  fractures  are  most 
common  in  children,  and  are  usumUv  accompanied  hy 
but  little  displacement. 

trwiON   OP   SZTfl1.m  rHACTtJRES. 

The  fracture  of  a  bone  is  followed  by  extravasation 
of  blood,  as  in  the  case  of  injury  to  any  other  vascular 
structure,  but  here,  as  elsewliere,  this  effused  blood 
takes  no  part  in  the  healing  of  the  injured  tissue, 
and  IS  Itself  completely  absorbed  in  the  manner  already 
described  in  the  chapter  on  Contusions. 

N 
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The  way  in  which  a  fractured  bone  is  united  diffei's 
in  )io  essential  particular  from  the  healing  of  a  flap 
wound  by  first  intention,  and,  like  the  latter,  is  the 
result  of  a  process  of  plastic  inflammation  set  up  by 
the  injury.  Soon  after  the  fracture,  the  ends  of  the 
broken  bone  become  hypertemic,  exudation  ensues, 
new  blood-vessels  form,  and  the  neighbouring  bone  is 
softened.  The  medullary  canal,  the  space  between 
the  broken  ends,  the  torn  periosteum,  and  the  sur- 
rounding soft  tissues  are  thus  filled  with  an  interstitial 
gi-anulation  tissue  of  precisely  the  same  nature  as 
that  which  joins  the  flaps  in  the  case  of  wounds  of 
soft  structures,  but  which  in  the  case  of  bone  is  called 
callus. 

In  the  chapter  on  Inflammation  it  has  ah-eady  been 
said  that  suppuration  is  caused  either  by  persistent 
irritation  or  else  by  the  presence  of  septic  material, 
and  in  simple  fractures  neither  of  these  causes  is 
usually  found.  Suppuration,  therefore,  is  scarcely 
ever  seen,  and  the  inflammatory  process  set  iip  b}- 
the  injury  stops  short  at  the  production  of  a  suflicient 
amount  of  new  material  to  unite  the  broken  ends, 
and  a  sufficient  softening  of  the  osseous  structure  to 
ensure  their  proper  welding  together. 

Of  the  inflammatory  new  formation,  or  callus,  there 
are  two  varieties:  the  one  is  called  "  definitive  "  or 
permanent;  the  other,  provisional  or  tempo- 
rary. The  definitive  callus  is  that  which  lies  between 
the  fractured  ends  themselves  ;  the  provisional  is  found 
both  within  the  medullary  canal  and  outside  the 
bone,  beneath  and  around  the  periosteum. 

If  the  callus  be  examined  at  various  times  duruig 
the  union  of  fractures,  it  will  be  seen  that  it  under- 
goes development  into  fibrous  tissue  just  as  does  the 
fri-anulation  tissue  in  the  healing  of  soft  parts,  but  in 
the  case  of  bone,  on  account  of  the  influence  exercised 
on  all  inflammatory  products  by  the  mother  tissue,  a 
further  development  into  true  bone  occurs,  in  exactly 
the  same  way  as  in  a  wound  of  a  tendon  the  inflam- 
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matoiy  new  formation,  although  at  first  only  formed 
into  fibrous  tissue,  is  subsequently  developed  into 
tendon.  Occasionally  in  man,  and  commonly  in 
animals,  the  developing  callus  passes  throvigh  a  carti- 
laginous stage. 

The  amount  of  provisional  callus  that  is  formed 
depends  on  the  amount  of  movement  to  which  the 
bi'oken  bone  is  subjected,  and  this  is  just  what  might 

Fig.  40. 


Fig.  39. 


^In^^Zr^  F'^f  ""n"'-  ^  Fractured  Humerus  three 
hpnA.  F.  callus  weeks  after  iuiury     The  ex- 

feS  h  ^eE'^'T-  T^-  ^^^'-^l  '^'^  intel-na^l- calk's  'are 
teraechate   callus.     c,    Internal  ossified,  but  the  intermediate 

callus  has  not  yet  been  deve- 
loped into  bone. 

be  expected,  considering  that  movement  is  likely  to 
Sen?  inflammatory  process,  and,  as  a  con- 
Sudatlon  of  inflammatory 

Drm5l-r"i''  '^'"^  ^''^  developed  into  bone  is  the 
provisional  callus,  and,  in  consequence,  the  broken 
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ends  become  fixed  by  a  mass  of  bone  which  encircles 
them,  and  by  another  maws  within,  which,  passing  right 
through  the  medullary  canal  of  each  fragment,  gieatly 
assists  in  keeping  the  ends  in  good  apposition. 
Where,  however,  this  apposition  is  maintained  by 
artificial  means,  such  as  splints,  but  little  pro\asional 
callus  is  produced  After  some  weeks  the  definitive 
callus  is  formed,  and  from  this  time  that  Avhich  is 
temporary  is  graduallj^  removed.  Its  total  removal  is 
necessarily  the  work  of  time,  and  the  more  of  it 
there  is  the  longer  its  removal  will  occupy.  In  con- 
sequence, it  is  sometimes  many  months,  perhaps  a 
year  or  more,  before  its  obliteration  is  complete. 

irWION  OF  COlVrPOUND  FRACTURES. 

A  compound  fracture  may,  and  often  does,  unite 
in  precisely  the  same  way  as  a  simple  fracture.  In 
other  cases  the  process  of  union  is  complicated  by 
suppuration. 

Now,  this  is  precisely  what  occurs  in  wounds  of  the 
soft  tissues.  Frequently  the  Avound  unites  by  first 
intention,  i.e.,  without  suppuration  ;  in  other  cases 
suppuration  and  union  by  granulation  result.  The 
cause  of  the  suppuration  in  the  wounds  of  the  soft 
tissues  and  of  bones  is  identical.  It  is  almost  always 
the  result  of  contamination  by  septic  particles  con- 
veyed to  the  wounded  surface  by  the  medium  of  the 
air;  more  rarely,  mechanical  ii-ritatiou  alone  produces 
suppuration. 

If,  therefore,  in  the  case  of  a  compound  fractvuv 
the  wound  is  closed,  and  heals  by  fii'st  intention, 
the  fracture  will  usually  do  the  same,  and  a  similar 
result  may  be  obtained  by  dressing  the  wounded  sur- 
face with  antiseptics  of  various  kinds,  which  prevent 
the  influence  of  .septic  contagion. 

If,  however,  the  wound  is  not  closed,  and  becomes 
septic,  then  the  inflammat(jry  process  will  pro- 
.rress,  an  excess  of  eftusion  will  result,  pus  wdl 
be  formed,  and  the  granulating  ends  of  the  bones 
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will  be  exposed.  Union  will  in  time  take  place,  at 
first  in  exactly  the  same  way  as  iii  granulating  wounds 
of  the  soft  parts,  namely,  by  the  growing  togtsther  of 
the  two  granulating  surfaces,  and  subsequently  by 
the  formation  of  bone  in  the  young  fibrous  tissue. 

In  some  cases  of  compound  fracture  portions  of  the 
bone  die,  or  necrose.  Huch  a  result  is  most  frequent 
when  the  broken  bone  is  comminuted  and  the  frag- 
ments are  detached  from  their  vascular  connections. 
When  the  bone  dies,  suppui-ation  always  occurs,  and 
union  will  be  delayed  until  the  necrosed  bone  has 
been  separated  and  cast  off".  The  subject  of  necrosis 
is  dealt  with  at  greater  length  in  the  chapter  on 
Diseases  of  Bone. 

NON-VNXOIT  OF  FRACTURED  BOIfES. 

Occasionally,  fractures  fail  to  unite  by  bone,  and, 
although  the  broken  ends  may  be  more  or  less  fixed  by 
fibrous  tissue,  such  cases  are  spoken  of  as  ununited 
fractures. 

The  causes  of  non-union  are  various,  but  may  be 
grouped  into  two  main  classes--first,  local ;  second, 
constitutional.  Of  these,  the  former  are  the  more 
important,  and  will  be  first  considered. 

The  local  causes  of  non-union  are  three  : — (i)  want 
of  apposition  ;  (2)  want  of  rest  ;  (3)  want  of  blood- 
supply. 

Want  of  apposition  is  probably  the  commonest 
cause  of  •  non-union.  It  may  be-  brought  about  in 
various  ways.  In  many  cases  the  contraction  of 
muscles  inserted  into  the  fractured  bone  separates  the 
fragments,  as  is  well  seen  in  fractures  of  the  coracoid 
or  olecranon  processes,  of  the  condyles  of  the  humerus, 
of  the  neck  of  the  femur,  &c.  In  other  instances 
portions  of  muscle  may  be  caught  between  and  keep 
apart  the  broken  ends.  In  the  case  of  transverse 
fracture  of  the  patella,  more  causes  than  one  are  in 
action,  for  the  broken  ends  are  separated  both  by 
the  contraction  of  the  quadriceps  extensor  and,  to  a 
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great  extent,  l)y  the  eflusion  of  fluid  into  the  knee- 
joint,  which  floats  the  fragments  up  and  keeps  them 
aj)art. 

Want  of  rest  is  of  less  importance  than  want  of 
apposition,  but  it  occasionally  prevents  bony  union. 
If  callus  has  been  formed  and  is  in  process  of  organisa- 
tion, thei'e  can  be  no  doubt  that  the  recentlj'  formed 
fibrous  and  osseous  tissue  may  be  readily  broken  down 
by  careless  movement.  It  will,  however,  be  again 
reproduced,  and  it  is  only  when  this  breaking  down 
has  frequently  occurred  that  bony  union  fails ;  for,  in 
the  large  majoiity  of  cases  in  which  a  fracture 
remains  ununited  fi'om  want  of  rest,  firm  union  will 
rapidly  result  I'l'om  adequate  surgical  treatment. 

Want  of  blood-supply  is  very  seldom  the  sole 
cause  of  non-union.  In  fi'actures  of  the  lower  third 
of  the  humerus,  the  comparative  fiequency  of  non- 
union has  been  attributed  to  the  fact  that  the  line  of 
fi'acture  traverses  the  nutrient  artery ;  and  the  failure 
of  union  of  intra-capsular  fi-actures  of  the  femur  is 
also  attidbuted  to  the  scanty  blood-supply  to  the  head 
of  the  bone.  It  is  more  probable  that  the  fracture  of 
the  humerus  fails  to  unite  from  want  of  rest,  and  that 
of  the  neck  of  the  femur  from  failure  of  apposition. 

Intei-ference  witli  the  cii-culation  by  venous  throm- 
bosis in  the  neighbourhood  of  the  fractured  bone  is 
beheved  by  many  surgeons  to  play  an  important  pait 
in  the  failure  of  union  of  fractures.  It  is  certainly 
true  that,  in  cases  of  non-union,  there  is  very  fre- 
quently a  persistent  oedema  of  the  injured  extremity, 
and  it  is  probable,  though  diflicult  to  prove,  that  the 
thrombosis  which  causes  the  oedema  may  also  prevent 
the  union  of  the  fiactured  bone. 

Constitutional  causes  of  ununited  frac- 
tures.— Of  all  the  constitutional  diseases  which  tend 
to  prevent  union  of  fractures,  scurvy  is  probably  by 
far  the  most  active,  for  it  woukl  appear,  hom  the 
descriptions  of  authors  who  have  had  opportunities  of 
watching  cases  of  scurvy,  that,  so  long  as  the  patient 
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is  suffering  from  this  disease,  fractures  are  veiy  likely^ to 
remain  anuiiitcd.  After  scurvy,  chronic  nephritis, 
in  any  of  its  various  foi'ms,  appears  to  delay  union 
more  effectually  than  disease  of  the  other  viscera ;  and, 
lastly,  it  may  be  said  that  any  disease  which  induces 
debility,  and  which  perhaps,  in  addition,  causes  an 
alteration  in  the  natui-ally  healthy  bones  themselves, 
will  tend  to  delay,  if  not  to  prevent,  union.  Causes 
such  as  these,  however,  act  in  a  manner  which  is  very 
easy  of  comprehension.  If  the  patient  be  in  an 
enfeebled  condition,  he  is  not  very  likely  to  repair 
any  injury  with  rapidity,  and,  in  consequence  of  his 
lowei'ed  vitality,  the  inflammatory  process  does  not 
result  in  the  production  of  a  sufficient  amount  of 
callus,  or  a  sufficient  softening  and  welding  together 
of  the  fractured  bones. 

Changes  in  the  bones  in  ununited  frac- 
tures.— If  a  fractured  bone  fails  to  unite,  the  broken 
ends  may  be  either*  merely  held  in  apposition  by 
fibrous  tissue,  or  a  false  joint  may  be  formed. 

The  inflammatory  effusion,  which  has  been  poured 
out  after  the  injury,  undergoes  organisation  into 
bone,  in  some  parts  at  least,  and,  as  a  result,  the 
medullary  canal  is  occluded,  and  the  fractured  ends 
become  rounded  off  and  smooth.  Where  the  frag- 
ments are  widel}'  separated,  there  may  either  be  no 
uniting  material  at  all  or  else  it  may  be  so  thinned  nnd 
stretched  as  to  deserve  the  name  of  "  membranous 
union."  Where  the  uniting  medium  is  sti'onger  and 
denser,  the  union  is  said  to  be  "fibrous  "  or  "  liga- 
mentous." 

In  some  instances  when  the  ends  of  the  fractured 
bone  have  been  placed  in  apposition,  and  move  on  one 
another,  a  false  joint,  or  pseudarthrosis,  results. 
In  such  cases  the  fragments  are  enclosed  in  a  kind  of 
capsule  of  fil  r.  us  tissue,  the  inner  surface  of  which 
becomes,  in  tiuje,  smooth  and  polished,  and  secretes  a 
serous  fluid  which  facilitates  movement.  The  ends  of 
the  bones  become  variously  altered  in  shape,  and 
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adapted  to  one  another,  but  the  false  joint  is  eitlier  a 
simple  hinge  or  else  a.  ball-and-socket  joint.  The  latter 
condition  is  well  shown  in  the  accompanjnng  drawing, 
from  a  case  of  ununited  fracture  of  the  femur. 

When  a  false  joint  has  been  formed,  or  when  the 
fractured  ends  have  become  rounded,  smooth,  and 
hard,  union  of  bone  will  never  occur,  however  long 
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Biill-aud-socket  Joiut  foi-med  nfter  liitni-ciipsular 
Fi'.acture  of  the  Neck  of  the  Femur. 


the  bones  are  kept  in  apposition  and  at  rest.  The 
opportunity  for  union  has  passed  by,  and  the  chance 
has  been  missed.  When  the  Iwnes  were  softened  by 
recent  inflammation  and  embedded  in  recent  granula- 
tion tissue,  then  was  the  time  for  union  to  take  place, 
but  if,,  after  the  inflammatory  products  have  become 
organised  and  the  bones  hardened,  union  has  not 
resulted,  it  can  never  take  place,  unless  by  artificial 
means  fresh  inflammation  is  excited. 

SPOITTASrEQirS  FRACTURES. 

When  a  bone  breaks  from  the  application  of  an 
amount  of  violence  which  would  not  break  a  healthy 
bone,  the  fracture  is   said  to   be  "  spontaneous." 
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The  violence  may  he  extremely  slight,  and  almost  un- 
noticed by  the  patient.  A  diseased  state  of  the  osseous 
structure  predisposes  to  such  fractures.  The  bone 
may  be  simply  in  an  advanced  state  of  senile  decay 
and  degeneration,*  or,  on  the  other  hand,  and  much 
more  frequently,  may  he  the  seat  of  a  malignant 
tumour.  Such  a  tumour,  if  primary,  is  sarcomatous, 
but,  if  secondary,  it  may  be  carcinomatovis.  Thus,  it 
is  not  uncommon  to  meet  with  cases  of  spontaneous 
fracture  in  patients  suffering  from  cancer  of  the 
breast,  and  very  often  there  is  no  history  of  pain  or 
swelling  in  the  broken  bone  antecedent  to  its  spon- 
taneous fracture.  In  addition  to  these  causes,  it  has 
recently  been  pointed  out  that  in  tabes  dorsalis  the 
bones  are  sometimes  very  brittle,  and  may  break  spon- 
taneously. Both  mollities  ossium  and  rickets  may 
cause  the  bones  to  become  so  much  softened  that 
they  break  on  the  application  of  the  slightest  violence, 
and,  more  rarely,  the  bones  of  a  limb  which  has  been 
kept  at  rest  for  very  long  become  softened  to  a  similar 
extent.  In  spontaneous  fractures,  failure  of  union  by 
bone  is  common,  though  an  exception  must  be  made 
for  the  tabetic  cases,  in  which  vmion  is  generally  firm. 

SEPARATION'  OF  EPIPHYSES. 

The  separation  of  an  epiphysis  is  an  accident  which 
necessarily  occurs  only  in  children  and  young  subjects. 
In  this  form  of  injury,  both  the  epiphysis  and  the 
epiphysial  cartilage  are  sejDarated  from  the  diaj)hj'sis, 
the  epiphysial  cartilage  itself  being  seldom  torn.  The 
injury  is  repaired  in  the  same  way  as  is  a  fracture, 
and  it  is  exceptional  to  find  that,  as  a  result  of  the 
separation  of  the  epiphysis,  the  subsequent  growth 
of  the  bone  is  impeded.  Sometimes,  however,  growth 
is  partially  arrested,  and  the  affected  limb  may  thus 
become  shorter  than  its  fellow. 

Both  congenital  syphilis  and  scurvy  rickets  predis- 
pose to  separation  of  the  epiphyses. 


(     202  ) 


CHAPTEE  XXV. 

DISX.OCATIOMS. 

The  term  dislocation  simply  implies  a  displacement, 
but,  used  without  any  qualifying  adjectiA'e,  is  taken 
to  mean  the  displacement  of  one  articular  surface 
from  another  with  which  it  is  naturally  in  contact. 

Dislocations  are  commonlj'  the  result  of  violence 
applied  to  a  limb  at  a  distance  from  the  joint  which 
is  the  seat  of  the  displacement.  Thus,  whilst  a  fall 
on  the  shoulder  or  hip  may  cause  a  fracture,  disloca- 
tion of  these  joints  is  usually  produced  by  violence 
applied  to  the  arm  or  leg.  Dislocations  are  also  caused 
by  irregular  mviscular  action ;  e.g.,  the  lower  jaw  is 
frequently  displaced  by  a  sudden  contraction  of  the 
muscles  of  mastication,  at  a  time  when  the  mouth 
is  opened,  as  in  the  act  of  yawning  or  laughing.  The 
patients  in  whom  dislocations  are  most  frequently 
met  with  are  young  and  muscular  adults,  for  in  old 
people  the  bones  yield  rather  than  the  ligaments  of 
the  articulation,  and  in  children  the  joints  are  so 
supple  that  dislocations  are  not  readily  produced. 

It  is  evident  that  in  the  production  of  a  dislocation 
some  of  the  soft  structures  around  the  damaged  joint 
must  be  injured,  and  thvis  we  find  that  the  capsular 
and  other  ligaments  are  torn,  together  with  the  sur- 
rounding muscles  and  tendons,  to  a  varying  extent. 

CHAI^TGES  IN  AN  UNREDUCED  DISLOCATION. 

If  the  dislocation  be  not  reduced,  certain  changes 
occur  in  tlie  articular  bone  and  the  surroundnig 
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soft  tissues  which  are  of  considerable  practical 
importance. 

The  immediate  results  of  the  injury  are  a  synovitis 
of  the  damaged  joint  and  an  effusion  of  blood  into  it 
and  the  tissues  around  ;  both  of  these  rapidly  subside. 
The  torn  ligaments,  muscles,  and  tendons  soon  undergo 
repaii-  by  tibrous  tissue,  and  become  matted  together 
by  the  formation  of  "  adhesions  "  in  such  a  way  that 
various  important  structures,  such  as  vessels  and 
nerves,  become  adherent  to  the  muscles  and  tendons 
amongst  which  they  lie,  and  ai'e  di'agged  upon  by 
any  force  which  exercises  traction  on  the  latter.  In 
consequence  of  this,  if  violent  efforts  are  made  to 
reduce  the  displaced  bone  after  the  newly  formed 
adhesions  have  become  firm  and  strong,  either  the 
vessels  or  nerves  to  which  they  have  formed  attach- 
ments may  be  l  uptured. 

The  cartilage  of  the  dislocated  bone  undergoes 
degenerative  changes  which  result  in  its  metamor- 
phosis into  fibrous  tissue,  and,  if  it  rests  on  another 
bone,  further  changes  may  ensue  which  terminate  in 
the  production  of  a  false  joint.  Take,  for  instance, 
the  case  of  a  subcoracoid  dislocation  of  the  humerus. 
The  head  of  the  latter  bone  will  gradually  alter  in 
shape,  and  become  flattened,  and  the  neck  of  the 
scapula  on  which  it  rests  will  be  hollowed  out.  In 
each  bone  the  alteration  in  shape  is  the  I'esult  of 
pressure,  for  in  all  tissues  continuous  pressure  pro- 
duces atrophy.  Around  the  newly  formed  depression 
in  the  scapula  a  rim  of  new  bone  is  then  formed,  for 
the  irritation  pi-oduced  by  the  presence  of  the  dis- 
placed humerus  causes  a  formative  periostitis  in  the 
neighbouring  bone.  The  same  irritation  causes  the 
condensation  of  the  neighbouring  soft  sti'uctures,  and 
by  this  means  a  fibrous  capsule  is  formed,  and  the  false 
joint  is  thus  completed.  Meantime,  changes  have  been 
in  progress  in  the  glenoid  cavity,  its  cartilage  has 
become  fibrillated,  and  from  its  floor  a  new  growth  of 
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fibrous  tissue  springs  which  arradually  completely  fill:; 
the  cavity  itself. 

At  first  the  patient  has  but  little  use  in  a  limb  one 
of  the  chief  joints  of  which  is  the  seat  of  an  unreduced 
dislocation.  Gradually,  however,  it  becomes  less 
painful  and  stiff,  and,  after  many  months,  the  part 
is  frequently  restored  to  much  of  its  former  power, 
for  the  muscles  accommodate  themselves  to  the 
altered  relations  of  the  neighbouring  structures,  and, 
-as  the  new  joint  is  formed,  and  the  inflammation  set 
up  by  the  injury  subsides,  pain  on  movement  slowly 
passes  away, 

A  consideration  of  the  changes  just  described  will 
show  at  once  that,  apart  from  the  dangers  of  reduc- 
tion of  old  dislocations,  there  comes  a  time  when  re- 
placement of  the  dislocated  bone  is  no  longer  possible 
on  account  of  the  fixation  of  the  bone  in  its  new 
position,  and  the  filling  up  of  the  articular  cavity 
which  it  formerly  occupied. 
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CHAPTER  XXVI. 

REFAXIt  OF  xaVSCIiX:,  TSNDON, 
CARTII.AGI:,  AMD  MERVSS. 

REPAIR  OF  nXUSCIiE. 

Muscle  is  a  tissue  which  in  man  is  never  reproduced, 
and  in  animals  only  to  a  very  slight  extent.  Con- 
sequently, in  wounds  of  muscle  the  divided  portions 
are  never  united  by  newly  formed  muscle,  but  always 
by  fibrous  tissue,  which  is  produced  in  the  manner 
already  described  in  dealing  with  union  of  wounds. 
The  separation  of  the  divided  muscle  during  the  heal- 
ing process  naturally  influences  the  amount  of  scar 
tissue  formed,  and  the  greater  the  separation  the 
more  powerless  is  the  muscle  after  cicatrization  has 
been  completed.  It  is  therefore  of  importance  to 
mamtain  as  good  apposition  as  possible  during  the 
healing  of  the  wound. 

REPAIR   or  TEM'BOM'. 

A  divided  tendon  placed  under  favourable  condi- 
tions unites  by  tendon  in  the  following  manner: — 
Plastic  exudation  takes  place  into  the  tendon-sheath 
and  into  the  cut  ends  of  the  tendon  themselves, 
the  exudation  being  vasculai-ized,  and  subsequently 
developed  into  fibrous  tissue,  in  exactly  the  same  way 
as  is  the  gi-anulation  tissue  of  a  flap- wound.  After 
this,  a  further  development  into  tendon  tissvie  occurs, 
and  the  previously  irregular  masses  of  fibrous  tissue 
are  gi-adually  shaped  into  longitudinal  bundles,  witli 
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connective-tissue  cells  placed  between.  Finally,  the 
tendon,  which  is  at  first  adherent  to  its  sheatli,  is 
gradually  separated,  and  again  becomes  free  and 
movable. 

If  the  ends  of  the  divided  tendon  be  allowed  to 
retract  to  considerable  distances,  or  if  much  sup- 
puration occults,  the  tendon  will  not  unite  as  above 
described.  On  the  contrary,  its  ends  will  become 
adherent  to  the  surrounding  parts,  and  the  use  of 
the  muscle  which  is  inserted  into  it  will  be  lost. 

REPAIR  OF  CARTXI.ACE. 

Cartilage,  like  muscle,  is  not  reproduced  in  cases 
of  injury.    The  breach  is  repaired  by  fibrous  tissue. 

Xn-JURXES  OF  N-ERVES. 

If  a  nerve  is  divided,  certain  changes  occur  in  botli 
its  peripheral  and  proximal  extremities,  and  also  in 
the  strvictures  to  which  it  is  distributed. 

The  proximal  end  of  the  divided  nerve  becomes 
swollen  and  bulbous,  the  enlargement  continuing  to 
increase  for  several  weeks  after  section.  The  bulb  is 
oval  in  shape,  about  two  or  three  times  as  thick  as 
the  divided  nerve-trunk,  and  about  twice  as  long  as 
it  is  broad.  It  is  tougher  than  normal  nerve  tissue,  and 
adherent  to  the  structures  amongst  which  it  is  placed. 
On  section,  it  presents  a  fibrous  appearance,  but 
bundles  of  nerve  tubules  can  be  seen  embedded  in 
its  substance.  On  microscopical  examination,  it  is 
fou.nd  to  consist  of  numerous  young  nerve-fibres  lying 
in  a  matrix  of  fibrous  tissvie. 

The  peripheral  end  of  the  divided  nerve  under- 
goes atrophic  and  degenerative  changes  at  the  same 
time  that  the  bulb  is  being  formed.  The  myelin 
breaks  up,  collects  in  globules  in  the  nerve  sheath, 
and  is  finally  entirely  removed.  The  axis-cylinders 
disintegrate,  and  in  the  course  of  a  few  weeks  at  the 
latest  are  completely  destroyed.    As  a  result  of  this 
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ilestruction,  the  peiiijheral  end  of  tlie  nerve  is  very 
perceptibly  diminished  in  size. 

Tlie  manner  in  which  a  severed  nerve  unites  is 
variously  described  by  different  authors.  It  is  pro- 
bable that  the  following  description  is  correct. 

After  undergoing  the  degeneration  just  described, 
the  peripheral  end  regenerates.  The  axis-cylinders  are 
first  formed  from  the  proliferated  nuclei  of  the  sheath 
of  Schwann  ;  around  these  a  myeline  sheath  is  sub- 
sequently developed,  and,  if  the  peripheral  end  is  in 
contact  with  the  pro.ximal  extremity,  the  young  nerve 
fibres  formed  in  the  bulb  of  the  latter  unite  with  the 
newly  formed  axis-cylinders  in  the  lower  end,  and 
the  nervous  functions  are  restored.  It  must,  how- 
ever, be  borne  in  mind  that  union  will  not  occur 
unless  the  divided  extremities  ai'e  maintained  in  close 
contact,  and,  as  nerves,  like  all  other  soft  structures, 
are  in  a  state  of  longitudinal  tension,  it  is  usually 
necessary  to  suture  the  cut  ends  in  order  to  maintain 
the  necessary  apposition. 

The  structures  to  which  a  nerve  is  distri- 
buted suffer  in  various  ways  if  the  latter  is  divided. 

The  skin,  in  addition  to  losing  its  sense  of  touch, 
becomes  glossy  and  shiny,  ulcers  may  appear  at  the 
peripheral  parts,  and,  occasionally,  small  j^ortions 
of  tissue  slough.  In  the  case  of  the  hand,  pain- 
less whitlows  may  form,  and  the  nails  may  either 
be  cast  off"  or  become  fibrous  and  brittle,  with 
exaggerated  curvatures  and  transverse  ridges  and 
furrows.  Immediately  after  section,  and  for  a  time 
whicli  may  extend  to  two  or  three  weeks,  the 
ansesthetic  parts  are  hypervascular,  and  warmer  than 
natural,  on  account  of  the  division  of  the  vaso-motoi^ 
fibres.  Very  soon,  however,  this  condition  gives  way 
to  an  abnormal  coldness,  and  the  loss  of  heat  fre- 
quently amounts  to  five  or  ten  degrees. 
^  The  joints  supplied  by  the  severed  nerve  are  some- 
times swollen  and  painful  shortly  after  the  injury  i 
later  on,  they  are  often  partly  anchylosed. 
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The  innscles  ai'e  pariily.secl  from  the  moment  that 
the  nevve  is  divided,  and  undei-go  an  extremely  rapid 
degeneration  and  atrophy.  Faradic  contractility  is 
lost  within  a  few  days,  and  galvanic  irritability  in 
fi-om  three  to  six  weeks.  The  muscle  substance  itself 
is  the  seat  of  fatty  degeneration,  and  within  two  or 
three  months  of  the  injury  the  entire  muscle  is  usually 
completely  atrophied. 

Notwithstanding  the  extent  to  which  these  so- 
called  "  trophic "  changes  may  proceed,  a  complete 
restoration  of  function  will  I'esult  if  the  divided 
nerve  becomes  vinited  at  a  subsequent  period,  and  not 
only  will  sensation  be  restored,  but  atrophied  and 
paralysed  muscles  will  be  renovated. 

Division  of  a  nerve  is  not  always  followed  by 
<legeneration  of  the  peripheral  end  before  union 
takes  place,  and,  in  animals  at  any  rate,  a  "  union  by 
lirst  intention  "  without  antecedent  degeneration  has 
been  described.  CUnical  experience  tends  to  show 
that,  although  such  union  may,  and  does  occasionally, 
occur  in  man,  it  is  rarely  seen,  and,  from  the  very 
nature  of  the  process,  opportunities  for  examining  the 
recently  joined  nerve  are  very  rarely  forthcoming. 
A  year  or  two  sometimes  elapses  before  sensation  and 
motion  are  restored. 


CHAPTER  XXVII. 


DISEASES  OF  ARTERIES. 
DEGENERATION  AND  ATKEROItlA. 

PRXnXARV  FATTV  BECEia-ERATIOIl-. 

Fatty  degenei-ation    may    be   either   primary,  or 
secondary  to  pre-existing   inflammation.  Primary 
fatty  degeneration  may  affect  any  of  the  coats  of  a 
vessel,  but  is  most  common  in  the  inner  coat.  Hei-e 
it  first  attacks  the  endothelial  lining,  and  the  cells  of 
the  latter  are  gradually  filled  with  granules  of  fatty 
matter  ;  the  diseased  cells  disintegrate  and  are  cast  of!'. 
The  degenerative  jDrocess  sometimes  extends  over  con- 
siderable areas,  and  is  most  commonly  met  with  in  the 
aorta.    It  may  be  distinguished  from  atheroma  by 
observing  that  the  degeneration  is  limited  to  the  endo- 
thelial sm^face,  and  that  the  deeper  parts  of  the  inner, 
coat  are  healthy.    When  fatty  degeneration  afiects 
the  deeper  parts  of  the  inner  coat  or  the  middle  and 
external  coats,  the  whole  artery  is  hable  to  become 
greatly  weakened,  and  where  not  supported  adequately 
by  the  surrounding  tissues,  as  in  the  hrain,  the  diseased- 
condition  may  lead  to  rupture  and  haemorrhage  ;  de- 
generation of  the  middle  and  outer  coats  is  most 
common  in  the  smaller  arteries  and  arterioles.  Fatty 
degeneration  in  all  its  forms  is  e.ssentia]ly  a  disease  of 
late  life. 

PRXMARV  CAIiCARZlOUS  SECEIf ERATZOIS-. 

Calcareous  degeneraticn  of  an  artery  may  either  be. 
secondary  to  pre-existing  inflammation,  or  may  occur; 
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primarily  in  vessels  otherwise  healthy.  The  subjects 
of  primary  calcai-eous  degenei-ation  are  always  past 
middle  age  ;  the  vessels  miost  frequently  attacked  are 

those  of  medium  size,  espe- 
cially the  tibials  and  the 
arteries  at  the  base  of  the 
brain.  The  degeneration  af- 
fects more  particularly  the 
middle  coat,  and  the  individual 
muscle  fibres  of  the  latter  are 
gradually  infiltrated  with  salts. 
The  calcifying  process,  follow- 
ing the  cii'culai-  aii-angement  of 
the  muscle  fibres,  cau.ses  the 
production  of  rings  of  cal- 
cai'eous  material  which  ai-e 
very  typical  of  the  primary 
form  of  calcareous  degenei-a- 
tion. After  a  time  both  tlie 
inner  and  middle  coats  may 
become  similarly  diseased,  and 
the  whole  vessel  may  be  con- 
verted into  a  rigid  and  bi-ittle 
tube.  The  circulation  thi-oueh 
a  calcareous  vessel  is  necessa- 
rily greatly  impeded,  and, occa- 
sionally, thrombosis  may  occur 
from  the  clotting  of  blood  on  the  roughened  inner  coat. 

Fatty  and  calcareous  degenerations  frequently  co- 
exist in  the  same  arteiy. 

ACUTE  jURTERXTZS. 

Acvxte  inflammation  of  aiieries  never  occui's  idio- 
pathically,  and,  when  it  has  begun,  shows  no  tendency 
to  spread.  If  a  vessel  be  injured,  its  coats  will  inflame, 
exudation  will  follow,  and  the  ai-tery  will  be  occluded 
in  the  way  already  described  in  the  chapter  on  Haamor- 
I'hage.  The  most  typical  examples  of  acute  arteritis, 
however,  are  supplied  by  vessels  lying  in  the  midst  of 


Primary  Calcareous  De- 
geueration  of  the  Femoral 
Artery,  showing  the  riugs 
of  calcareous  material  which 
are  fomied  iu  the  muscular 
coat. 


ACUTE  ARTERITIS. 


21  I 


suppurating  tissues.  It  is  true  that  artei'ies  ofter 
very  considerable  resistance  to  the  spread  of  inflam- 
mation, but,  nevertheless,  they  are  frequently  in- 
volved in  the  process.  The  blood  in  the  inflamed 
vessel  clots,  the  artery-wall  is  softened  by  exudation, 
suppuration  follows,  and  all  the  coats  are  gradually 
ulcerated  thi'ough.  In  most  cases  no  hjemorrhage 
ensues,  for  the  vessel  is  already  full  of  clot,  and 
above  the  seat  of  suppuration  it  is  thickened  by 
plastic  exudation.  In  some  cases,  however,  and  more 
particularly  when  the  inflammatory  process  is  a  septic 
one,  large  portions  of  the  artery  slough,  and,  the 
clot  being  soft  and  disintegrating,  and  insufficient  to 
arrest  the  flow  of  blood,  copious  hasmorrhage  may 
residt. 

The  lodgment  of  septic  emboli  in  vessels  is  another 
cause  of  acute  inflammation.  In  cases  of  ulcerative 
endocarditis,  portions  of  fibrin  infiltrated  with  the 
products  of  septic  inflammation  are  liable  to  be  de- 
tached and  swept  from  the  aortic  valves  into  the 
blood-stream.  Wherever  they  lodge  they  excite  a 
destructive  inflammation  similar  to  that  which  is  in 
progress  at  the  place  from  which  they  have  been 
derived,  and,  in  consequence,  the  wall  of  the  vessel 
is  liable  to  become  either  merely  softened  by  inflam- 
mation, and  subsequently  dilated,  so  as  to  form  an 
aneurysm,  or  else  penetrated  by  ulceration.  In  some 
cases  ha;morrhage  results,  but  in  many  others  the 
occlusion  of  the  artery  by  clot  prevents  the  escape  of 
blood. 

Acute  inflammation  of  the  aorta  has  been  described 
by  various  authors.  This  form  of  inflammation,  which 
IS  supposed  occasionally  to  follow  typhus  fever,  does 
not  result  in  suppuration.  There  is  said  to' be  a 
gelatinous  exudation  into  the  inner  coat,  the  endo- 
thelial surface  of  which  may  be  roughened  by  deposit 
ot  tibnn.    It  IS  certainly  of  rare  occurrence. 

A  spreading  inflammation  of  arteries  resulting  in 
their  occlusion  has  also  been  described  under  the  name 
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of  "  obliterative  arteritis."  There  is,  however,  no 
good  evidence  that  arteries  are  thus  aiTected  in  the 
absence  of  syphiHs,  and  in  the  more  typical  cases 
described  under  this  name  an  exostosis  was  present 
which  compressed  the  subclavian  artery  and  the 
brachial  plexus,  and  pi'obably  caused  the  interference 
with  the  pulse  which  gave  rise  to  the  belief  that  the 
arteries  were  occluded. 

ATHEROMA,   OR  CHROXTXC  ARTERXTZS. 

Atheroma  is  not  a  degenerative,  but  an  inflamma- 
toiy  process.    A  better  name  for  it  is  chronic  arteritis. 

Speaking  generally,  the  chief  cause  of  chronic 
arteritis  is  increased  blood-pressure.  This  may 
be  brought  about  in  various  ways.  Laborious  occu- 
pations, and  more  pai'ticularly  those  which  call  for 
sudden  and  long-continued  strain,  undoubtedly  tend 
to  cause  atheroma,  and  sudden  strains  are  even  more 
likely  to  give  rise  to  trouble  in  those  who  usually 
lead  a  quiet  and  sedentary  life,  and  who  for  short 
periods  only,  and  at  long  intervals,  follow  pursuits 
which  call  for  xanusual  exertions. 

It  is  well  known  that  in  chronic  interstitial 
nephritis  the  whole  blood-pressure  is  considerably 
higher  than  natural,  and  thus  patients  who  sulfer  from 
granular  kidneys  are  rendered  more  liable  than  others 
ito  chronic  arteritis.  Again,  in  those  forms  of  heart 
disease  which  lead  to  hypertrophy,  the  increased 
power  of  the  heart  may  cause  a  greatly  increased 
strain  on  the  aorta,  and  thus  produce  atheroma  in 
that  vessel.  Atheroma  is  more  common  in  drunkards 
than  in  sober  individuals.  This  may  be  accounted 
for  in  part  by  the  diseases  of  the  kidneys  and  liver 
which  are  induced  by  intemperate  habits,  and  may 
also  result  from  the  direct  influence  of  alcohol  on 
the  blood-vessels  themselves.  The  arteritis  which  is 
caused  by  syphilis  is  described  at  p.  216. 

Considering  that  increased  blood-pressure  is  the 
chief  cause  of  atheroma,  we  should  naturally  expect 
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the  latter  to  be  most  common  in  the  larger  arteries 
where  the  blood-pressure  is  greatest ;  and  such  is  the 
case.  The  aorta  is  diseased  more  frequently  than  is 
any  other  vessel,  and  the  arteries  of  the  limbs  may  be 
said  to  be  affected  almost  in  propoi-tion  to  their  size. 
Atheroma  may  be  met  with  in  people  of  but  twenty 
01-  thirty  years  of  age,  but  is  most  common  after 
middle  age. 

The  changes  that  take  place  in  an  athero-^ 
matous  artery  are  such  as  might  be  expected  con- 
sidering that  the  process  is  an  inflammatory  one. 
Examined  at  its  earliest  stage,  the  disease  is  seen  to 
cause  slight  swelling  of  the  internal  coat,  which  bulges 
towards  the   lumen   of  the  vessel.  Microscopical 
examination  will  show  that  exudation  of  inflammatory 
products  has  occurred,  and  the  cellular  tissue  beneath 
the  endothelium  is  seen  to  be  the  seat  of  a  considerable 
collection  of  leucocytes.    These  cells  have  collected 
here,  partly  because  the  inner  coat  is  the  first  to  feel  the 
effects  of  the  undue  tension,  and  partly  also  because 
on  account  of  the  looseness  of  the  sub-endothelial 
cellular  tissue,  there  is  more  room  for  the  inflam- 
matory exudation  to  collect  in  this  situation  than  in 
the  middle  and  external  coats.    It  is,  however,  quite 
erroneous  to  suppose  that  the  latter  tunics  escape 
entirely.     Such  is  not  the  case.     On  the  contrary 
cell  exudation  takes  place  into  them  also,  and  in- 
creases and  extends   as  the   atheromatous  process 
progresses,  so  that  the   inflammation  may  extend 
beyond  the  outer  coat  and  may  involve  the  sheath. 

it  IS  probable  that  in  some  cases  the  inflammatorv 
process  undergoes  resolution  and  the  exuded  cells  are 

DreTlZ-n«7'^"'"*^^A^°'^''^^'  degenerative  process 
coat  Tr  r  VI  exudation   in    the  inner 

leucocytes  do  not  receive  a  suflicient  blood-supply 
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It  must  be  remembered  that  the  vasa  vasorum  do  not 
pass  beyond  the  middle  coat,  that  the  inner  coat  is 
mainly  nourished  by  a  process  of  osmosis,  and  that 
such  a  process  is  only  capable  of  nourishing  a  certain 
limited  thickness  of  tissue.    When,  therefore,  the 
blood-vessels  which  have  been  formed  during  the  fii-st 
stage  of  the  inflammatory  process  shrink  and  dis- 
appear, the  cell  growth  which  they  have  produced  is 
left  without  sufficient  means  of  nutrition,  and  con- 
sequently degenerates.    In  most  cases  the  degenera- 
tion is  of  a  fatty  nature,  and  the  cell  collection  is 
gradually  converted   into  a  yellow,   caseous  mass. 
The  endothelium  also  undei'goes  degenerative  changes 
which  result  in  the  destruction  of  its  constituent  cells ; 
these,  after  a  time,  peel  off"  and  lay  bare  the  subjacent 
diseased  coat.     In  consequence  of  this,  the  disin- 
tegrating caseous  mass   is  exposed   to  the  blood- 
stream, and  by  it  is  slowly  washed  away,  the  wall 
of  the  vessel  being  thus  left  roughened  and  partly 
destroyed. 

In  the  meantime,  the  cells  which  have  been  exuded 
into  that  part  of  the  inner  eoat  which  is  in  contact 
with  the  muscular  tunic,  as  well  as  those  which  lie 
in  the  middle  and  outer  coats,  have  undergone 
organisation  into  fibrous  tissue,  and  by  this  means 
the  arterial  wall  is  strengthened  at  the  weak  spot,  the 
coats  are  matted  to  one  another,  and  the  artery  m 
time  becomes  adherent  to  its  sheath.  For  this  reason, 
although  the  blood  obtains  an  entrance  into  the  coats, 
it  does  not  separate  them  from  one  another,  and  form 
a  dissecting  aneurysm  ;  neither,  as  a  rule,  is  its  force 
sufficient  to  rupture  the  diseased  vessel.  But  although 
fatty  degeneration  is  the  most  common  sequel  of  the 
cell  exudation,  it  does  not  always  occur,  and,  even 
when  present,  is  frequently  associated  with  other 
chanties.  Very  frequently  calcareous  degeneration 
of  the  inflammatory  products  either  takes  the  place 
of  or  succeeds  to,  the  caseation,  and,  in  consequence, 
irregular  plates  of  calcareous  matter  develop  in  tlie 
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arterial  wall.  They  present  an  altogether  different  ap- 
pearance to  the  rings  caused  by  primary  calcareous 
degeneration  of  the  muscle-coat,  already  described. 

But,  whilst  degenerative  processes  are  very  com- 
mon in  the  cells  exuded  into  the  inner  coat,  it  must 
not  be  thought  that  development  of  fibrous  tissue 
never  results.  It  is  probably  much  more  common 
than  is  generally  supposed,  and  very  frequently, 
indeed,  some  attempt  at  the  formation  of  fibrous 
tissue  may  be  found  occurring  together  with  caseation, 
whilst,  in  some  instances  at  least,  the  whole  cell  mass 
undergoes  development,  and 
the  ai'terial  wall  is  perma- 
nently thickened  and  indu- 
rated. The  greater  the  ten- 
dency to  the  formation  of 
fibrous  tissue,  the  less  likely 
is  the  endothelium  to  perish. 

To  the  naked  eye,  an  arterv 
which  is  atheromatous  is  at 
once  seen  to  present  a  very 
irregular  and  lumpy  innei' 
surface,  to  be  more  rigid  than 
natural,  and,  when  cut  across, 
to  remain  distended,  and  not 
to  contract  like  a  healthy 
vessel.  Closer  inspection  will 
show  that  the  endothelium  is 
raised  in  numerous  patches, 

and,  through  the  lining  mem-  1.  ,p,. 
hrane  of  cells,  the  subjacent  cmien,  the  iutuua  is  in-egu- 
material     looks     yellow    or '''''■f°i'"°"P^^-.      tlie  upper 

nno1pcr.ar.+        Tl  11      -1    P'"'''  '"^  intima  has  been 

opalescent.       Ihe     yellowish  destroyed,  and  a  bulging  of 

substance  is  caseous  material      ^^^<^^'  coats  indicates  the 
lying  beneath   the  endothe-  ~ue™!  °^  ' 
liinn,  and  is  readily  exposed 

by  peeling  away  the  latter.  If  fibrous  tissue  hn,s 
been  formed  the  yellow  tint  is  less  marked,  and  the 
enclothehum  is  more  adherent. 


Au  Atheromatous  Arterj'. 
In  the  lower  part  of  the  spe- 
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At  a  later  stage,  the  artery  is  found  to  be  distinctly 
roughened,  the  endothelium  has  perished,  and  the 
deeper  parts  of  the  intima,  or  even  the  muscle-coat, 
may  be  exposed  to  the  blood-stream.  Shreds  of  fibrin 
may  adhere  to  the  roughened  spots,  or  definite 
coagula  may  have  formed.  When  calcification  has 
occurred,  the  ai-tery  is  more  than  visually  rigid,  and 
irregular  plates  of  calcareous  matter  can  he  both  seen 
and  felt  in  its  inner  coat.  The  sheath  is  more  adhe- 
rent than  natural,  and  when  rolled  between  the  fingei's 
the  vessel  feels'firm  and  cord-Hke. 

In  consequence  of  the  alteration  in  its  structure, 
the  circulation  through  an  atheromatous  vessel  is 
more  or  less  impaired.  The  diseased  artery  is  more 
rigid  than  natural,  and,  having  lost  its  elasticity,  it  is 
unable  to  accommodate  itself  to  the  constantly  altering 
requirements  of  the  tissues  for  blood,  and  the  paits 
to  which  its  branches  are  distributed  become  ill- 
nourished,  atrophied,  or  degenerated.  Worse  results 
than  this  may  ensue,  for  the  roughening  of  the  inner 
coat  may  cause  deposition  of  the  fibrin  from  the 
flowing  blood,  and  occlusion  of  the  vessel  by  throm- 
bosis may  completely  arrest  the  circulation. 

SYPHXIiXTIC  ARTERITIS. 

Syphilitic  arteritis  is  characterized  by  the  great 
thickening  of  the  inner  coat.  It  may  occur  at  any 
time  after  inoculation,  and,  though  most  common  in 
the  cerebral  vessels,  is  not  confined  to  them,  butaflfects 
the  small  arteries  of  any  part  which  is  the  seat  of 
syphilitic  inflammation,  and  is  especially  common  in 
the  neighbourhood  of  gummata. 

Microscopical  examination  shows  that  there  is  a 
growth  of  granulation  tissue  in  the  inner  coat,  witli 
the  subsequent  formation  of  fibrous  tissue  to  such  an 
extent  that  the  intima  may  become  three  or  four  times 
as  thick  as  the  middle  and  outer  coats.  These  latter 
also  are  the  seat  of  some  cell  exudation,  but  never 
become  greatly  thickened.    As  the  result  of  this  for- 
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mation  of  fibrous  tissue,  the  lumen  of  the  vessel  is 
.sometimes  much  narrowed,  and  in  other  cases  the 
endothelium  is  so  altered  by  the  exudation  beneath  it 
that  the  blood  clots  on  it,  and  the  artery  becomes 
occluded  by  a  thrombus.    Such  interference  with  the 

Fig.  44. 


Syphilitic  Disease  of  one  of  the  Cerebral  Arteries.  The 
inuer  coat  is  tbickeued  by  fibrous  tissue,  and  the  lumen  is 
much  narrowed.    (Crouch,  h  inch.) 

cerebral  circulation  is  liable  to  cause  "  softening  of 
the  brain."  Some  authors  consider  that  similar 
arterial  disease  accounts  for  the  degeneration  and 
caseation  of  gummata.  When  syphilis  attacks  the 
larger  vessels,  it  not  infrequently  leads  to  the  forma- 
tion of  aneurysm. 
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CHAPTER  XXVIII. 

DISEASES   OF  ARTERIES. 
ANEVRVSM. 

An  aneurysm  is  "a  tumour  containing  blood,  and 
communicating  with  the  cavity  of  an  artery." 

The  causes  of  aneurysm  are  practically  those  of 
atheroma,  for  pathological  aneurysms,  vnth  which 
alone  we  are  at  present  concerned,  aie  almost  in- 
variably preceded  by  disease  of  the  vessel.  There- 
fore, laborious  occvipations,  disease  of  the  kidneys, 
and  syphilis  are  amongst  the  most  common  of  the 
accejjted  causes  of  aneurysms.  The  formation  of 
traumatic  aneurysms  has  already  been  described. 

It  is  very  easy  to  see  how  chronic  arteritis  may 
cause  aneurysm,  for  the  inflammatoiy  process  fre- 
quently weakens  the  vessel,  and  so  favours  its 
distension  by  the  blood.  In  other  cases  it  is  the  loss 
of  elasticity  rather  than  the  weakening  which  brings 
about  the  aneuiysmal  dilatation,  for,  if  the  heart's 
action  be  sufficiently  strong  to  dilate  the  rigid  vessel, 
toughened  by  fibrous  tissue,  the  artery  will,  in  con- 
sequence of  its  loss  of  elasticity,  remain  dilated,  and 
thus  form  an  aneurysm. 

In  the  presence  of  one  of  the  above  causes,  the 
locality  of  an  aneuiysm  is  determined  by  local 
conditions.  The  aorta  is  more  frequently  implicated 
than  other  vessels,  on  account  of  the  greater  blood- 
pressure  within  it,  whilst  the  slight  arrest  of  the 
blood-stream  at  the  point  of  bifurcation  of  any  vessel 
tends  to  the  formation  of  an  aneurysm  above  such  a 
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point.  Again,  vessels  at  the  flexures  of  limbs  are 
more  liable  to  become  aneurysmal  than  vessels  in  other 
situations,  and  for  the  reason  that,  in  any  artery  which 
is  diseased,  sudden  and  forcible  bending  may  cause 
injury  to  the  brittle  internal  and  middle  coats. 

The  aneurysms  that  occur  in  children  and  young 
adults  are  most  probably  the  result  of  the  lodgment 
of  emboli.  The  exact  manner  in  which  emboli  cause 
aneurysms  is  yet  a  matter  of  dispute.  According  to 
one  theory,  the  artery  becomes  dilated  above  the  seat 
of  embolism  through  the  increase  in  the  blood- 
pressure  above  the  seat  of  plugging.  This  is  most 
probably  incorrect,  for,  were  such  an  explanation  true, 
aneurysms  would  develop  with  comparative  frequency 
after  ligature,  whereas,  although  they  may  follow 
occlusion  of  the  vessel  by  surgical  means,  they  do  so 
with  extreme  rarity,  and  are  more  frequently  the 
result  of  a  failure  of  the  proper  occlusion  of  the 
artery  than  of  its  obliteration.  According  to  another 
theory,  an  embolus  may  cause  aneurysm  by  setting 
up  inflammatory  changes  in  the  vessel  at  the  point  at 
which  it  lodges.  The  inflammation  may  result  either 
in  the  complete  penetration  of  the  artery  by  a  process 
of  ulceration,  or  else  in  softening  of  its  coats  and 
subsequent  dilatation.  All  emboli  do  not  act  in 
this  manner,  and  the  production  of  an  aneurysm  in 
any  given  case  is  attributed  either  to  the  embolus 
being  calcareous  and  rough,  or  else  to  its  being 
derived  from  a  heart  afiected  with  "  ulcerative  endo- 
carditis," and  consequently  itself  impregnated  with 
the  products  of  an  infective  inflammation. 

Lastly,  another  possible  cause  of  aneurysm  must  be 
mentioned.  Suppuration  around  a  vessel  may  so 
damage  it  that  the  coats  may  yield  and  an  aneurysm 
form,  or  the  ai'tery  may  give  way  and  rxipture. 

VARIETXES   OF  ASTEVRYSm. 

An  aneurysm  consists  of  a  sac  and  its  contents. 

The  sac  is  formed  by  the  coats  of  the  diseased  vessel,  its 
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sheath,  and  the  surrounding  structures,  in  varying 
proportions.  The  contents  of  the  sac  are  fluid  blood, 
clotted  blood,  and  laminated  fibrin. 

Pathological  aneurysms  have  been  classified  in 
various  ways.  The  following  appears  to  be  one  of  the 
simplest : — 

(1)  Fusiform  aneurysm. 

(2)  Sacculated  aneurysm — 

(a)  True; 
{b)  False; 
(c)  Diffused. 

(3)  Dissecting. 

(4)  Cirsoid. 

The  various  forms  of  traumatic  aneurysm  have 
been  already  described  in  the  chaijter  on  Injuries  of 
Vessels. 

_  A  fusiform  aneurysm,  or  an  aneurysmal  dilata- 
tion, is  a  dilatation  of  a  vessel  in  its  whole  circumference 
and  for  a  considerable  portion  of  its  length.  Such  an 
aiieurj'sm  is  oval  in  shape,  and  continuous  at  each  end 
with  the  cavity  of  the  vessel  on  which  it  has  been 
formed.  Its  sac  consists  of  the  arterial  coats  in  an 
atheromatous  state,  with  a  few  shreds  of  adherent 
fibrin.  It  contains  usually  little  else  than  fluid  blood. 
Fusiform  aneurysms  are  found  on  the  large  arteries 
alone,  and  far  more  frequently  on  the  aorta  than  on 
any  other  vessel.    (See  Fig.  45.) 

A  sacculated  aneurysm  is  a  dilatation  of 
an  artery  in  a  part  only  of  its  circumference.  A 
"  true  "  sacculated  aneurysm  is  one  the  sac  of  whicli 
consists  of  all  three  coats  of  the  vessel.  A  "  false  " 
sacculated  aneurysm  is  one  in  which  the  inteiiial 
and  middle  coats  have  been  thinned  away,  so  that, 
on  section,  the  sac  is  found  to  contain  the  outer  coat 
alone.    (See  Fig.  46.) 

Considering  that  the  chief  cause  of  aneurysm  is 
athei'oma,  it  is  evident  that  "  true  "  aneurysms  must 
be  of  rare  occurrence,  for  the  atheromatous  jirocess 
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itself  usually  causes  destruction  of  some  of  the  coats 
before  an  aneurysm  commences. 


Fig.  45. 


A  diffused  sacculated   aneurysm  is  one  in 

which  the  sac  contains  none  of  the  coats  of  the  vessel, 
but  consists  simply  of  the  sheath,  with  condensed 
surrounding  tissues  and  blood-clot.  This  form  of 
aneurysm  has  also  been  called  "  consecutive." 

A  dissecting  aneurysm  is  one  in  which  the 
blood  is  contained  in  a  sac  formed  within  the 
wall  of  the  artery  itself,  the  blood  generally  passino- 
dovvn  between  the  layers  of  the  middle  coat,  and 
sphttmg  the  wall  of  the  vessel  for  a  greater  or  less 
distance.  Such  an  aneurysm  necessarily  results  from 
a  destruction  of  the  inner  coat,  for  by  this  means 
alone  can  the  blood  obtain  an  entrance.    The  reason 


2  22 


COURSE  OF  AN  ANF.URYSM. 


why  dissecting  aneurysms  are  not  of  greater  fi'equency 
is  that,  as  a  rule,  the  coats  ai'e  matted  to  one  anothei- 
by  fibrous  tissue  before  the  inner  coat  gives  way.  It 
is  when  this  process  of  adhesion  fails  that  a  dissecting 
aneurysm  is  formed.  Dissecting  aneurysms  occur  on 
the  aorta  alone,  and  may  progress  in  one  of  two 
ways.  In  the  first  place,  the  blood  may  burst  its  way 
through  the  intima,  and  may  thus  return  to  the  cavity 
of  the  diseased  vessel  after  a  transit  of  some  length 
through  its  walls.  Secondly,  it  may  burst  through 
the  outer  coat,  and,  escaping  into  the  (surrounding 
parts,  cause  death  by  hjemorrhage. 

The  natural  course  of  an  aneurysm  may  be 
in  one  of  two  directions.  It  may  progress,  and  cause 
the  death  of  the  patient,  or  may  become  spontaneously 
cured.  Unfortunately, the  former  is  infinitely  the  more 
common,  yet  it  is  of  much  importance  to  thoroughly 
understand  the  processes  by  which,  independently  of 
surgical  interference,  a  cure  may  be  promoted. 

A  fusiform  aneurysm  sometimes  remains  in  an 
almost  stationary  condition  for  many  years,  and  so 
long  as  it  remains  fusiform  is  little  likely  to  kill  the 
patient,  unless,  indeed,  it  do  so  by  interference  with 
the  action  of  the  heart.  What  usually  happens  is 
that,  after  a  varjdng  length  of  time,  the  dilated  artery 
commences  to  yield  more  rapidly  at  one  part  of  its 
circumference  than  at  the  rest,  and  thus  from  the 
fusiform  aneurysm  a  sacculated  aneurysm  springs.  ^ 

The  sac  of  a  sacculated  aneurysm  at  first 
consists  of  some  at  least  of  the  coats  of  the  diseased 
vessel,  although  even  from  its  commencement  it 
receives  support  from  its  sheatli  and  from  the  sur- 
rounding structures.  As  the  sac  increases  in  size 
from  the  constant  pressure  of  the  blood,  the  arterial 
•w-alls  become  more  and  more  thinned  away,  so  that, 
although  at  first  perhaps  a  true  aneurysm,  its  inner 
and  middle  coats  wear  away  and  it  becomes  a  false 
one  Later  still,  all  its  coats  being  destroyed,  it  is 
called  "  diffused  "  or  "  consecutive,"  the  blood  being 
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•limited  merely  by  the  ai-terial  sheath  and  the  sur- 
rounding tissues.  These  latter  undergo  considerable 
changes,  and  become  matted  together  by  fibrous 
tissue  into  a  firm,  resistant  mass.  Were  it  not  for 
the  support  thus  accorded  to  the  sac  by  the  surround- 
ing soft  tissues  and  by  the  arterial  sheath,  the  rupture 
of  an  aneurj^sm  would  occur  at  a  much  earlier  period 
than  is  usually  the  case.  This  point  is  well  illustrated 
by  large  aneurysms  of  the  cerebral  vessels,  for  the 
latter,  receiving  but  little  or  no  support  from  the 
tissues  in  which  they  lie,  are  never  the  seat  of 
aneurysms  of  any  size ;  the  diseased  vessel  gives  way 
instead  of  continuing  to  dilate. 

In  any  case,  when  an  aneurysmal  sac  no  longer 
contains  any  of  the  arterial  coats,  and  consists  merely 
of  the  condensed  surrounding  tissues,  it  is  very  liable  to 
increase  with  greater  rapidity  than  before,  and,  inas- 
much as  the  support  it  receives  from  its  surroundings 
necessarily  varies  at  different  parts,  it  increases  more 
rapidly  m  the  direction  of  the  least  resistance.  After  a 
variable  time  it  bursts,  and  is  now  called  a  ruptured 
aneurysm.  The  rupture  mav  take  place  into  the 
solt  tissues  of  the  part  in  which  the  vessel  is  placed 
and  it  the  loss  of  blood  be  great,  the  rupture  may 
be  foUowed  by  such  an  amount  of  obstruction  to 
the  circulation  that  gangrene  results.  Sometimes  the 
rupture  takes  place  into  a  serous  cavity,  such  as 
the  pleura  or  pericardium,  and  then  the  escape  of  blood 
IS  at  once  both  rapid  and  profuse.  Sometimes,  though 
n3?  '"'f  ^u'       '-^^eurysm  reaches  the  cuta- 

neous surface,  and  bursts  there.    If  so,  the  h^emor- 

be  exnecte?  '  n''"lt"  f  "^"'^  "^^"rally 
mss  K     ^  "^'^^''^'y'  ^"^y^  °r  ^^eeks  may 

pass  before  death  results.    During  its   growth  an 

S  the  .  «^  ^like,  and  thus, 

ver  ebrrth.  r'^'i""^"^^'"-^'  bodies  of  the 
veitebije,  the  ribs,  and  the  sternum  may  be  in  great 
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part  destroyed.  In  popliteal  aneurysms,  the  posterior 
surface  of  the  femur  is  sometimes  partially  excavated, 
and  the  sac  has  been  known  to  open  into  the  knee- 
joint. 

The  pressure  exercised  by  the  aneurysm  on  the 
suri'ounding  structures  occasionally  causes  tolerabl)' 
acute  inflammation.  This  may  progress  to  suppura- 
tion and  sloughing,  the  sac  may  be  opened,  and  pro- 
fuse heemorrhage  may  cause  a  speedy  death. 

SPOIO'TAM'EO'U'S  CVRE  OP  ANEUBYSni. 

There  are  practically  but  two  ways  in  which  an 
aneurysm  can  become  cured.  The  one  is  by  the 
o-radual  filling  of  the  sac  with  laminated  fibrin,  the 
other  by  the  rapid  clotting  of  the  blood  contained 
within  the  sac.  A  clot  composed  of  laminated  fibrin  is 
often  called  an  "  active  clot,"  whilst  that  formed  by 
the  coagulation  of  the  blood  contained  in  the  sac  at 
any  one  time  is  called  a  "  passive  clot."  In  either 
case,  the  sac  having  become  filled,  the  clot  extends 
into  and  occludes  the  diseased  vessel  from  which  the 
aneurysm  springs.  All  treatment,  medical  and  sur- 
gical alike,  aims  at  causing  the  formation  of  either  an 
active  or  a  passive  clot. 

For  the  formation  of  a  laminated  clot  it  is  essential 
that  the  blood  shall  continue  to  circulate  through  the 
sac,  and  that  its  flow  shall  not  be  sufliciently  forcible 
to  wash  away  the  fibrin. 

The  more  feeble  the  stream  of  blood,  the  less  is 
it  able  to  dilate  the  sac;  and  the  more  fibrin 
is  deposited  on  the  walls  of  the  latter,  the  more 
capable  wdl  they  be  of  resisting  the  blood-pressure. 
Now,  the  presence  of  an  aneurysm  on  a  vessel  more 
or  less  impedes  the  flow  of  blood  through  it,  and, 
consequently,  the  peripheral  parts  tend  to  become 
badly  supplied.  But  iu  all  parts  ot  the  body  the 
obstruction  to  the  circulation  through  any  one  vessel 
causes  the  blood  to  betake  itself  to  other  and  less 
obstructed  channels,  and  a  "  collateral  circulation 
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is  established.  This  also  occurs  in  the  case  of  aneu- 
rysm, and,  as  the  blood  flows  through  other  vessels, 
the  circulation  through  the  diseased  artery  becomes 
more  feeble,  and  the  tendency  to  the  formation  of  a 
laminated  clot  is  increased.  The  more  feeble  the 
patient  becomes,  the  less  is  the  blood-tension  and  the 
weaker  the  circulation,  and  so,  in  some  cases  at  any 
rate,  a  natural  cure  takes  place. 

In  addition,  however,  to  this  process  of  spontaneous 
cure — a  tendency  to  which  may  be  said  to  exist  in  all 
aneurysms — certain  accidental  circumstances  may 
arise  which  favour  the  occlusion  of  the  aneurysmal 
sac.  The  first  of  these  accidents  is  the  separation  of 
a  portion  of  the  clot  already  formed  in  the  sac,  followed 
by  its  lodgment  either  in  the  mouth  of  the  sac  itself  or 
else  in  the  vessel  on  the  distal  side  of  the  aneurysm. 
In  the  latter  case,  the  artery  being  occluded  and  the 
circulation  through  it  arrested,  the  collateral  circula- 
tion will  be  opened  up,  less  blood  than  formerly  will 
flow  through  the  aneurysm,  and  the  latter  may  then 
be  filled  with  laminated  clot.  It  is  evident  that  for 
such  a  curative  process  it  is  essential  that  the  arteries 
which  carry  on  the  collateral  circulation  shall  be  given 
off" on  the  cardiac  side  of  the  aneurysm,  for  if  such  is 
not  the  case,  and  the  collateral  branches  come  off 
between  the  mouth  of  the  sac  and  the  place  where 
the  vessel  is  plugged,  just  as  much  blood  will  pass 
through  the  diseased  artery  to  reach  the  enlarged 
collaterals  as  previously  passed  along  the  main  trunk 
itself. 

This  method  of  natural  cure  by  occlusion  of  the 
artery  beyond  the  sac  is  imitated  by  the  surgeon  in 
the  operation  of  distal  ligature,  an  operation  which 
only  holds  out  hope  of  success  when  no  important 
vessels  are  given  off"  between  the  seat  of  ligature  and 
the  sac,  as,  e.g.,  in  the  common  carotid. 

When  the  detached  portion  of  clot  lodges  in 
the  mouth  of  the  sac  itself,  and  so  prevents  either 
the  ingress  or  egress  of  the  blood,  that  blood  which 
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remains  in  the  aneurysm  forms  a  passive  clot  and  so 
fills  up  the  sac.  This  mode  of  spontaneous  cure  is 
imitated  in  the  treatment  of  aneurysms  by  the  applica- 
tion of  an  Esmarch's  bandage,  the  limb  being  emptied 
of  blood  above  and  below  the  aneiuysm,  while  the 
sac  of  the  latter  remains  filled.  The  bandage  is  left 
on  a  sufficient  length  of  time  to  allow  of  a  passive 
clot  being  formed  before  blood  is  again  allowed  to 
circulate.  Other  methods  of  spontaneous  cure  ai'e 
described,  but  are  certainly  of  rare  occurrence.  Thus, 
the  sac  is  said  occasionally  to  cause  pressure  on  the 
artery  above  the  seat  of  aneurysm,  and,  by  thus 
diminishing  the  flow  of  blood,  to  cause  the  formation 
of  a  laminated  clot.  In  other  cases,  again,  the 
development  of  another  aneurysm  on  the  same  vessel 
may  cause  the  circulation  in  the  latter  to  become  so 
much  retarded  as  to  promote  a  cure.  Of  this  I 
have  myself  seen  one  instance  in  the  case  of  a  woman, 
who  died  from  an  aneurysm  of  the  first  part  of  the 
right  subclavian  arteiy,  and  in  whom  a  post-moi-tem 
examination  showed  another  aneurysm  on  the  third 
part  of  the  same  vessel  completely  filled  with  fibrin, 
and  only  communicating  with  the  artery  by  a  minute 
aperture. 

Lastly,  in  some  cases  inflammation  of  the  sac  may 
cause  the  formation  of  clot.  This  is  certainly  a  verj' 
rare  event,  and  the  occurrence  of  inflammation  is  a 
thing  rather  to  be  dreaded  than  desired. 

In  all  cases  of  spontaneous  cure,  however  promoted, 
there  is  another  factor,  namely,  the  tendency  to  con- 
traction of  the  sac  and  of  the  surrounding  tissues. 
The  latter  have  been  thrust  aside  by  the  gro^^-th  of 
the  aneurysm,  and  are,  so  to  say,  constantly  endeavour- 
ing to  overcome  the  dilating  force  and  return  t(?  tlieir 
natural  positions.  Any  loss  of  power  in  the  dilating 
force  of  the  circulation  in  tlie  aneurysm  is  conse- 
quently followed  by  a  contraction  of  the  surrounding 
parts  and  pressure  on  the  sac  itself — a  contraction 
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EFFECTS  OF  I.ZGATURE  AXTD  OF 
PRESSURE   ON-  AITEURYSniS. 

Alkision  has  ah-eady  been  made  to 
the  mode  of  cure  in  the  case  of  distal 
ligature,  but  a  few  words  must  be 
said  on  the  results  of  the  Huntei-ian 
operation.    This  operation  consists  in 
the  application  of  a  ligature  to  the 
diseased  artery  on  the  cardiac  side  of 
the  sac.    The  result  of  such  a  pi-o- 
ceeding  is  the  occlusion  of  the  artery 
at  the  seat  of  ligature,  the  diminu- 
tion of  the  blood-stream  through  the 
aneurysm,  and  the  gradual  filling  of 
the  latter  by  laminated  clot.  The 
clotting  in  the  sac  extends  to  the 
artery,  and  thus  the  latter  is  occluded 
in  two  places — at  the  seat  of  ligature, 
and  where  it  formerly  communicated 
with  the  sac.  Between  these  two  points 
the  vessel  in  most  cases  remains  per- 
vious, and  this  is  always  the  case 
where  any  length  of  vessel  intervenes, 
and  where  branches  are  given  off  be- 
tween the  Hgature  and  the  aneurysm. 
Where  the  ligature  is  applied  close 

Fig.  47. 

I'tii;  Femoral  and  Popliteal  Vessels,  Ave  years 
attci-  ligature  of  the  superficial  femoral  for  the 
cure  of  a  popliteal  aneurysm.  The  vessel  has 
been  occluded  by  the  ligature  at  a,  and  again  at 
tne  seat  of  aneurysm.  The  aneurysm  itself  is 
.repi-esented  by  a  small  mass  of  fibrous  tissue  b 

sic  is";St'''"""  ^^"^1 
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above  the  sac,  the  clotting  may  extend  along  the 
intervening  portion  of  artery.  The  application  of 
pressure  promotes  the  cure  of  an  aneurysm  by  dimin- 
ishing the  blood-stream,  just  as  does  a  ligature,  but 
the  vessel  is  not  obliterated  where  the  pressure  is 
applied. 

The  changes  that  occur  in  the  aneurysm  after  it  has 
been  filled  by  clot  may  be  briefly  described.  The  clot 
becomes  in  part  organised  and  is  in  part  removed. 
The  aneuiysm  becomes  very  hard  and  fibrous,  and 
shrinks  rapidly.  Some  years  after  cure  but  little  may 
remain  of  the  original  swelling  beyond  a  small  oval 
mass  of  fibrous  tissue.  This,  together  with  other 
points  in  the  cure  of  aneurysms,  is  well  shown  in  the 
accompanying  drawing  of  the  arteries  of  the  lower 
extremity  of  a  man  whose  superficial  femoral  had 
been  ligatured  five  years  before  death.  The  aneurysm 
is  converted  into  a  small  fibrous  lump  which  encloses 
within  it  the  remains  of  the  popliteal  artery ,  the 
latter  has  been  occluded  for  a  length  of  about  3  inches. 
The  superficial  femoral  has  been  occluded  by  the 
ligature,  but  between  the  seat  of  operation  and  the 
sac  the  vessel  is  pervious.    (See  Fig.  47.) 

The  chief  dangers  of  ligature  for  the  cure  of 
aneuiysm  are  three  in  number,  namely,  secondary 
htemorrhage,  gangrene  of  the  limb,  and  suppiiration 
in  the  sac.  With  regard  to  the  first  there  is  nothing 
special  to  say,  but  the  remaining  two  require  some 
explanation. 

In  some  cases  the  gangrene  is  dry,  but  in  many  it  is 
moist.  The  dry  gangrene  is  certainly  the  result  of  the 
arrest  of  the  arterial  circulation,  but  the  moist  gan- 
grene evidently  must  be  due  to  some  occlusion  of  the 
veins  as  well.  This  occlusion  is  sometimes  caused  by 
an  injury  to  the  main  vein  at  the  time  of  operation, 
with  the  conseijuent  formation  of  a  tlirombus.  In 
other  cases  it  seems  to  be  due  to  pressure  on  the  vein 
by  the  aneurysmal  sac.    It  is  of  course  a  common 
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thing  for  the  main  vein  to  be  compressed  to  some 
extent  by  an  aneurysm,  yet  as  a  rule  the  venous 
current  is  not  completely  obstructed.  As  a  result  of 
Ugature,  however,  the  conditions  are  altered,  for  as  the 
vis  a  terc/o  is  much  diminished  the  force  of  the  venous 
current  is  lessened,  and  also  as  the  sac  becomes  filled 
vnth.  clot  it  causes  greater  pressure  on  the  vein.  For 
these  causes,  therefore,  gangrene  after  ligature  is 
hable  to  be  of  the  moist  variety.  In  any  case  it  com- 
mences at  the  periphery,  but  whilst  sometimes  very 
limited,  in  other  cases  it  quickly  spreads. 

Suppuration  in  the  sac  is  of  rare  occurrence.  It 
results  from  the  presence  of  a  large  amount  of  clot, 
which,  acting  as  a  foreign  body,  sets  up  irritation  in 
a  few  cases,  and  in  some  causes  the  formation  of  pus. 
Suppuration  of  the  sac  is  an  event  of  comparatively 
late  occurrence,  and  is  met  with  from  three  to  eight 
weeks  after  hgature.  If  the  sac  be  incised,  there  is 
usually  no  large  haimorrhage,  for  the  same  abundant 
formation  of  clot  which  caused  the  suppuration  usually 
occludes  the  artery  as  well. 


CIRSOID  AYEURYSM. 

Cirsoid  aneurysm,  or  aneuiysm  by  anastomosis, 
consists  of  a  dilatation  and  elongation  of  one  or 
more  arteries.  The  dilatation  of  the  vessels  is  in 
some  cases  tolerably  equable,  but,  usually,  each 
diseased  artery  presents  numerous  pouches  or  sacculi. 
The  longer  the  disease  lasts,  the  more  extensive  does 
It  become,  and  vessels  at  first  healthy  are  gradually 
involved.  In  many  cases  the  veins  and  capillaries 
become  greatly  distended,  and  a  fully  developed 
aneurysm  by  anastomosis  shows  itself  as  an  irregular 
pulsating  tumour  composed  of  large  and  tortuous 
vessels  opening  directly  into  one  another.  When 
a  cirsoid  aneurysm  has  existed  for  some  time,  the 
walls  of  Its  constituent  arteries  become  ereatlv 
thinned.  •' 


CIRSOID  ANEURYSM. 


The  patients  in  whom  this  form  of  arterial  disease 
occurs  are  mostly  young  adults.  It  is  usually  found 
upon  the  scalp  and  forehead;  occasionally  it  com- 
mences in  a  pre-existing  njevus.  The  chief  danger  of 
a  cirsoid  aneurysm  is  rupture  and  hfemorrhage. 
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CHAPTER  XXIX. 
DISEASES  OF  VEINS. 
VARZX. 

A  VEIN  which  becomes  more  dilated  than  is  natural  is 
said  to  be  varicose. 

The  chief  causes  of  varix  are,  mechanical  obstruc- 
tion to  the  venous  cii'culation,  and  weakness  of  the 
heart's  action,  combined  with  general  debility  and  loss 
of  muscular  tone.  In  addition  to  these,  certain  occu- 
pations and  visceral  diseases  promote  the  development 
of  varix  in  special  localities. 

The  chief  situations  of  varix  are  the  leg  and 
thigh,  especially  on  the  inner  side,  the  anus  and 
rectum,  and  the  spermatic  cord.  In  the  lower  ex- 
tremity vai'icose  veins  are  liable  to  be  induced  by  any 
occupation  which  entails  much  standing,  and  so 
favours  gravitation  of  the  blood  and  increased  pressure 
on  the  walls  of  the  vessels  which  contain  it.  The 
superficial  veins  are  more  often  diseased  than  the 
deep  ones,  for  they  are  not  supported  by  the  muscles. 
The  longer  the  column  of  blood,  the  greater  will  be 
the  pressure  on  the  veins,  and  for  this  reason  the 
internal  saphenous  is  more  liable  to  varix  than  the 
external.  The  force  of  the  arterial  circulation  is  also 
diminished  at  the  extremities  of  tlie  body,  and, 
especially  when  the  heart  is  acting  feebly,  the  arterial 
stream  is  not  sufficiently  vigorous  to  support  and 
propel  tiie  venous  blood.  The  constriction  of  the 
thigh  by  tight  garters,  and  the  pressure  of  the  gravid 
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ntenis  on  the  iliac  veins,  are  also  well  recognized 
causes  of  varix  of  the  lower  extremity. 

Varix  of  the  veins  of  the  spermatic  cord,  or  "  vari- 
cocele," occurs  much  more  frequently  on  the  left 
side  than  on  the  right,  and  commonly  originates 
about  puberty.  Its  causes  are  supposed  to  be  the 
length  of  the  column  of  blood  in  a  vein  without 
valves,  the  tortuous  course  and  frequent  anastomoses 
of  the  veins  near  the  testis,  and  the  slight  support 
afforded  by  the  loose  and  yielding  textures  of  the 
scrotum.  The  pressure  of  the  rectum  or  sigmoid 
flexure  is  generally  considered  to  account  foi'  the 
prevalence  of  varicocele  on  the  left  side,  but  the 
greater  length  of  the  left  spermatic  vein  is  a  con- 
sideration of  at  least  equal  importance. 

Varicose  veins  in  the  rectum,  or  hjemoiThoids,  are 
specially  caused  by  any  obstruction  to  the  circulation 
through  the  liver  ;  by  constij^ation,  and  consequent 
pressure  on  the  rectal  veins  by  scybalous  masses : 
by  the  pressure  of  the  gravid  uterus,  of  uterine 
tumours,  or  of  an  enlarged  prostate  ;  and  hy  seden- 
taiy  occupations. 

The  anatomical  changes  in  varicose  veins  ai-e 
easily  appreciated.  On  account  of  inability  to  suji- 
port  the  blood-pressure,  the  vessel  dilates,  sometimes 
in  its  whole  length,  but  more  frequently  at  certain 
places  where  the  pressure  is  greatest,  e.g.,  behind  a 
valve  or  at  the  ^Joint  of  entrance  of  a  branch  vein. 
As  the  dilatation  increases,  the  valves  cea.se  to  act 
efficiently,  and  thus,  when  they  ai'e  most  needed  to 
break  and  support  the  long  blood-column,  thoy  gradu- 
ally become  useless,  and,  aftei'  a  time,  may  almost 
completely  atrophy.  In  some  cases  the  vein-walls 
are  thickened  to  resist  the  excessive  pres.sure,  the 
thickening  being  chiefly  due  to  increase  of  fibi'ous 
tissue  ;  in  other  case.s,  unable  to  withstand  the  dilating 
force,  they  become  extremely  thin  and  ]aceral)le. 

It  i.s  commonly  supposed  that,  in  the  lower  ex- 
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tremity,  it  is  the  superficial  veins  alone  that  become 
dilated  ;  but  this  is  not  the  case,  for,  in  almost  all 
patients  in  whom  the  superficial  veins  are  varicose,  the 
deeper  ones  are  similarly  aff"ected,  and  the  most 
prominent  bulgings  often  mark  the  site  of  a  commu- 
nication between  a  deep  and  a  superficial  branch.  But 
not  only  does  a  varicose  vein  increase  in  diameter  ;  it 
also  increases  in  length,  and,  in  consequence,  becomes 
curved  and  tortuous.  This  tortuous  condition,  in 
turn,  causes  still  further  obstruction  to  the  blood- 
stream, and  at  the  convexity  of  each  curve,  where  the 
obstruction  is  greatest,  pouches  of  large  size  are  formed. 

Effects  of  varicose  veins. — In  some  instances 
no  material  effects  result  from  varicosity  of  the  veins, 
but  in  most  cases  of  long  standing  the  tissues  which 
they  drain  suffer  to  a  greater  or  less  extent.  One  of 
the  first  effects  of  varix  is  congestion  and  swelling  of 
the  peripheral  parts,  with  exudation  of  serum  from 
the  distended  vessels  and  increased  succulence  of  the 
soft  tissues. 

Sometimes  matters  go  no  farthei'  than  this,  but  very 
commonly  the  exudation  increases  and  catarrhal  in- 
flammation of  the  skin,  or  eczema,  ensues.  After 
this,  ulceration  may  follow,  for  the  sodden  and 
thinned  epidermis  is  readily  destroyed  by  the  most 
trivial  injury,  and  then  the  sensitive  papillary  layer 
of  the  skin  is  exposed.  Such  exposure  results  in 
inflammation,  which  rapidly  progresses  to  the  forma- 
tion of  an  ulcer,  and  this,  once  formed,  will  tend  to 
progress  so  long  as  the  abnormal  conditions  of  the 
circulation  which  produced  it  continue  to  act. 

Another  result  of  varicose  veins  is  atrophy  of 
the  tissues  in  contact  with  them  from  the  constant 
pressure  of  the  dilated  vessel.  In  this  way  the  super- 
jacent skin  may  l^ecome  extremely  thinned,  so  that  in 
exceptional  cases  but  slight  injury  is  sufficient  to 
rupture  the  dilated  and  exposed  vein.  Profuse  hannor- 
rhage  may  tlius  be  caused,  and,  altliough  readily 
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arrested  by  pressure,  a  varicose  ulcer  may  originate 
at  the  site  of  the  ruptvire. 

The  thinness  of  the  skin  and  the  slowness  of  the 
blood-stream  in  varicose  veins  also  predispose  to  phle- 
bitis and  thrombosis,  subjects  which  are  dealt  with 
below.  It  is  to  attacks  of  inflammation  that  most  of 
the  more  troublesome  and  painful  symptoms  of  varicose 
veins  are  to  be  attributed  rather  than  to  their  mere 
dilatation  and  tortuosity. 

The  discoloration  of  the  skin  in  the  neighbourhood 
of  a  varicose  vein  is  the  result  of  an  escape  of  some 
of  the  red  blood-cells  and  their  subsequent  disinte- 
gration. It  is  liable  to  occur  in  any  tissues  which  are 
chrouicallj^  inflamed. 

TKROIVIBOSXS  ANH  PHI.EBZTZS. 

Thrombosis  is  a  coagulation  of  blood  in  a  vessel, 
the  resulting  coagulum  being  called  a  thrombus. 

Phlebitis  is  inflammation  of  a  vein,  and  is  fre- 
quently associated  with  thrombosis. 

Coagulation  indicates  destruction  of  some  at  least 
of  the  normal  constituents  of  the  blood,  and  is  the 
constant  sequel  of  withdrawal  of  the  blood  from  the 
vessels  which  naturally  contain  it,  unless  some  special 
precautions  are  taken  to  prevent  its  occurrence. 

Clotting  of  the  blood  is  supposed  to  be  the  result 
of  the  destruction  of  the  blood-corpuscles,  and  the  free- 
ing from  them  of  a  ferment  which  promotes  the  union 
of  fibrinogen  and  tibrino-plastin,  albuminoid  bodies 
which  normally  occur  in  blood.  So  long  as  the  blood 
is  contained  within  vessels  in  a  natural  condition, 
there  is  little  or  no  tendency  to  destruction  of  the 
corpuscles,  and  thus  it  may  be  said  that  contact  with 
normal  endothelium  is  sufficient  to  keep  tlie  blood  in 
a  fluid  state. 

The  following  arc  some  of  tlie  chief  causes  of 
thi'ombosis  : — 

First,  retardation  of  the  blood-stream.  If 
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the  flow  of  blood  be  retarded  in  any  way,  coagulation 
is  likely  to  result.  In  wasting  diseases,  such  as  phthisis, 
the  feeble  circulation  sometimes  results  in  the  forma- 
tion of  a  thrombus  in  the  vessels  of  the  extremities, 
where  the  circulation  is  naturally  most  difficult.  The 
blood  clots  first  behind  the  valves,  the  blood-stream 
being  too  feeble  to  force  them  open.  In  other  cases, 
the  pressure  of  a  spHnt,  a  bandage,  or  other  mechanical 
appliance  may  produce  clotting  at  the  seat  of  pressure. 
The  slowness  of  the  blood-stream  in  varicose  veins, 
already  described,  is  another  fertile  source  of  throm- 
bosis. 

It  is  probable  that  retardation  of  the  circulation 
cavises  thrombosis  by  itself  producing  an  abnormal 
condition  of  the  wall  of  the  vessel.  The  latter  thus 
ceases  to  exercise  its  normal  control  over  the  flowing 
blood,  and  on  the  death  of  the  corpuscles  coagulation 
ensues. 

Secondly,  injuries. — Any  injur}^  to  a  vein  may 
cause  thrombosis,  but  those  which  lay  open  the  cavity 
of  the  vessel  are  more  likely  to  do  so  than  are  mere 
contusions.  Lacerated  and  jagged  wounds  are  followed 
by  more  clotting  than  are  clean  incisions. 

Thirdly,  contact  with  foreign  bodies  or  with 
tissues  uncovered  by  endothelium. 

In  the  case  of  the  arteries,  it  has  already  been  men- 
tioned that  thrombosis  is  likely  to  follow  on  destruc- 
tion of  the  endothelium  by  atheroma.  Atheroma  is 
very  rarely  met  with  in  the  venous  system,  but  the 
extension  into  a  vein  of  a  new  gi-owth,  or  the  presence 
of  foreign  bodies,  introduced  from  without,  such  as 
sutures,  results  in  coagulation. 

Fourthly,  certain  constitutional  conditions. 
— In  gout,  typhoid  fever,  pregnancy,  and  in  many  of 
the  various  forms  of  l)lood-poisoning  there  is  a  ten- 
dency to  the  formation  of  thrombi.  Whether  this  ia 
the  result  of  some  alteration  in  the  blood  itself,  or  of 
some  change  in  the  vessel-wall,  is  not  certain. 
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Fifthly,  extension  of  inflammation  fi  ■om  sur- 
rounding parts,  and  the  consequent  causation  of 
phlebitis. 

PI.ASTZC  PHIiEBXTIS. 

All  cases  of  thrombosis  were  formerly  supjDosed  to 
originate  in  phlebitis,  but,  whilst  it  is  now  quite 
certain  that  this  is  not  true,  there  has  been  too 
great  a  tendency  to  believe  that  plastic  phlebitis 
does  not  exist.  It  would  certainly  be  more  than 
strange  if  one  of  the  tissues  of  the  body  was  found 
to  be  unassailable  by  a  process  which  spares  none 
other,  and,  as  a  matter  of  fact,  we  'and  that  A-eins, 
like  other  structures,  are  liable  to  inflame. 

As  fai'  as  can  be  ascertained  at  present,  however, 
idiopathic  phlebitis  does  not  exist,  and,  unless  it  is 
caused  by  such  constitutional  conditions  as  gout, 
typhoid  fever,  &c.,  already  mentioned  as  causes  of 
thrombosis,  it  always  owns  a  local  origin. 

The  following  causes  may  result  in  inflammation  of 
a  vein  : — 

First,  injuries. — If  a  vein  be  cut  across,  as  in  an 
amputation,  it,  like  all  other  injui-ed  structures,  be- 
comes the  seat  of  a  local  inflammatoi-y  process  which 
results  in  the  exudation  of  lymph,  both  into  the  walls 
and  into  the  cavity  of  the  vein.  This  IjTuph  usually 
undergoes  organization  into  fibrous  tissue  in  exactly 
the  same  way  as  in  arteries  which  have  been  injured. 
If  the  injury  has  been  a  clean  cut  not  completely 
dividing  the  vein,  the  resulting  scar  will  be  imper- 
ceptible. Contusions  and  lacerated  wounds  are  also 
liable  to  Ccause  local  phlebitis,  and  continuous  pressure 
may  produce  a  like  result. 

Secondly,  extension  of  inflammation  from  sur- 
rounding parts. 

In  all  cases  of  inflammation,  the  veins  share  in  tlie 
changes  which  occur  in  the  parts  around  tliom.  Exu- 
dation of  cells,  vascularization  of  the  inflammatory 
products,  softening  of    the   vein-wall,    and  linally 
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desti'uctiou  by  suppuration,  may  all  ensue.  If  the 
'  inflammatory  exudation  takes  place  beneath  tense 
structures,  such  as  fasciie,  the  pressure  of  the  exuded 
material  is  liable  to  give  rise  to  a  widespread  throm- 
bosis, in  addition  to  the  clotting  which  I'esults  from 
the  inflamed  state  of  the  vein-walls. 

Thirdly,  presence  of  a  thrombus. — A  thrombus 
in  a  vein  causes  a  certain  amount  of  irritation,  and 
inflammation  of  the  vein-wall  ensues.  The  termina- 
tion of  this  phlebitis  will  depend  upon  the  character 
of  the  clot ;  suppuration  occurs  only  when  the  latter 
is  in  a  septic  condition. 

The  changes  that  occur  in  the  vein  as  the 
result  of  phlebitis  are  such  as  are  common  to  all 
inflammations,  and  need  no  special  description.  They 
include  swelling  and  cell  exudation,  and  the  cells  may 
either  be  absorbed,  or  may  remain  and  cause  a  pei'- 
manent  thickening  of  the  vein-wall,  by  the  formation 
in  it  of  fibrous  tissue.  The  eSect  of  the  phlebitis  on 
the  circulating  blood  is  the  formation  of  a  thrombus, 
and  the  consequent  blocking  of  the  aftected  vein. 
This  may  certainly  occur  independently  of  exudation 
of  lymph  into  the  cavity  of  the  vessel,  and  results 
from  the  injury  done  to  the  endothelial  lining  by  the 
inflammatory  process. 

It  will  thus  be  seen  that  whilst,  on  the  one  hand, 
thrombosis  may  cause  phlebitis,  on  the  other,  phlebitis 
results  in  thrombosis.  Further,  the  same  causes  which 
I  produce  thrombosis  may  also  cause  phlebitis,  and  in 
I  many  cases  it  is  quite  impossible  to  say  whether  the 
thromliosis  is  primary,  or  whether  it  is  secondary  to 
an  antecedent  phlebitis. 

When  a  thrombus  has  been  formed  in  a  vessel,  it 
may  extend  either  with  or  against  the  blood-stream, 
and  frequently  it  grows  in  both  directions.  The 
blood  on  each  side  of  the  thrombus  is  not  in  a  stag- 
nant condition,  but,  on  the  contrary,  is  kept  in  a  state 
of  constant  and  regular  agitation.  "  Consequently,  the 
thrombus  increases  not  only  by  a  gradual  extension  of 
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coagulation  through  a  column  of  stagnant  blood,  but 
by  the  separation  of  fibrin  which  results  from  the 
constant  movements  of  the  fluid. 

If  the  clot  extend  towards  the  heart,  its  formation 
is  usually  arrested  when  it  reaches  the  orifice  by  which 
the  occluded  vein  opens  into  a  larger  trunk,  a  termi- 
nation which  is  promoted  by  the  greater  vigour  of  the 
circulation  in  such  a  vessel.  Such  an  arrest  is  not,  how- 
ever, of  constant  occurrence,  for  it  occasionally  happens 
that  clot  or  fibrin  is  deposited  upon  the  thrombus  where 
it  protrudes  into  the  main  trunk,  and  by  a  continuance 
of  this  process  the  latter  may  itself  be  occluded. 

When  the  clotting  progresses  against  the  blood- 
stream, it  does  not  usually  extend  beyond  the  first 
patent  collateral  branch.  If  the  original  thrombosis 
has  commenced  in  a  main  vein,  such  as  the  femoral, 
then,  on  account  of  the  great  interference  with,  and 
the  retardation  of,  the  blood-stream,  clotting  is  liable 
to  be  very  extensive. 

Changes  in  the  thrombus. — The  first  and  most 
constant  change  is  contraction.  This  contraction  is 
always  very  noticeable  in  a  blood-clot  formed  outside 
the  body,  and,  for  long  after  the  formation  of 
the  coagulum,  serum  continues  to  be  squeezed  out. 
Exactly  similar  changes  occur  in  the  thrombus  formed 
in  a  vein,  and,  in  consequence,  the  wall  of  the  vessel 
is  puckered  at  the  places  where  the  plugged  branch 
veins  enter  it,  although  when  examined  post-mortem 
the  vein  as  a  whole  is  much  more  distended  and 
prominent  than  is  a  healthy  vessel.  All  thrombi  are 
more  or  less  adherent  to  the  vein-wall.  In  most  cases 
the  adhesion  is  simply  by  coagulated  fibrin,  but  is 
occasionally,  in  old  clots,  by  fibrous  tissue. 

After  it  has  contracted,  the  thrombus  becomes 
gradually  decolorized,  the  red  blood-cells  disintegrating, 
and  their  colouring  matter  being  difi'uscd  and  removed 
in  the  manner  already  descrilied  in  tlie  cliapter  on 
"  Contusions."    The  older  a  clot,  the  wliiter  it  is. 

In  very  many  cases  the  clot  is  finally  absorbed  in 
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great  ]iart,  if  not  entirely.  It  is  most  probable  that 
this  absorption  is  to  a  large  extent  the  I'esult  of  simple 
degenerative  changes  which  occur  in  its  more  central 
parts  in  consequence  of  insufficient  nutrition ;  but 
there  can  be  little  doubt  that  much  of  the  absorption 
is  due  to  the  action  of  leucocytes  which  are  exuded 
into  the  clot  from  the  wall  of  the  vein  in  which 
it  lies.  It  is  a  well-ascertained  fact  that  the  removal 
of  clots  outside  the  vessels  is  due  to  the  action  of  white 
blood-cells,  and,  as  the  number  of  leucocytes  in  a 
thromlius  constantly  increases  from  the  time  of  its 
first  formation,  it  is  highly  probable  that  here  also 
they  are  employed  in  a  similar  work. 

When  absorption  does  not  take  place,  organisation 
may  ensue.  The  process  is  the  same  as  that  already 
described  as  occurring  in  the  intei'nal  clot  in  arteries 
after  injuries,  and  is  the  result  of  an  exudation 
of  leucocytes  into  the  clot,  and  their  develoj^ment 
into  fibrous  tissue.  This  fibrous  tissue  afterwards 
contracts,  just  as  does  a  scar,  and  may  either  draw 
the  vein-wall  with  it,  or  may  shrink  to  one  side 
of  the  vessel  and  so  allow  of  the  re-establishment  of 
the  circulation.  Much  more  rarely  the  blood  bores  a 
hole  through  the  organised  clot,  and  thus,  as  it  is 
termed,  "  tunnels  "  the  thrombus. 

Lastly,  thrombi  which  are  of  long  standing  may 
undergo  calcareous  degeneration  and  form  "  phlebo- 
hthes."  These  small  concretions  are  very  common  in 
the  veins  of  the  prostatic  plexus  in  old  subjects. 

Results  of  thrombosis — The  result  of  the  arrest 
of  the  circulation  in  any  vein  will  depend  on  the  free- 
dom with  which  the  blood  is  able  to  return  by  other 
channels.  Where  the  occluded  trunk  is  small  and 
superficial,  the  tissues  which  it  drains  may  pi-esent  no 
change.  If,  on  the  contrary,  the  vein  be  the  main 
one  of  the  limb,  e.r/.,  the  femoral,  then  there  is,  at  first, 
a  blueish  discoloration  with  swelling,  followed,  after  a, 
time,  by  a  dead-white  colour  and  a  solid  sort  of  cjodema, 
with  alteration  in  the  shape  of  the  leg  and  thigh. 
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When  the  vein  is  permanently  blocked,  this  oedematous 
condition  may  persist  for  years,  and  is  generally  attended 
by  much  interfei'ence  with  the  usefulness  of  the  part. 

Rarely,  portions  of  clot  become  detached,  and  are 
carried  hy  the  circulation  to  the  right  side  of  the  heart, 
and  thence  to  the  lungs.  The  effects  of  this  embolism 
of  the  branches  of  the  pulmonary  ai-tery  depend  almost 
entirely  on  the  size  of  the  embolus,  and  the  consequent 
interference  with  the  pulmonaiy  circulation. 

SVFFURATXVZ:  PHI.EBXTZS. 

Suppurative  jihlebitis  is  always  the  result  of  septic 
changes  in  the  tissues  around  the  vein,  and  is  usually 
the  result  of  a  wound.  There  is  no  such  thing  as  idio- 
pathic or  primary  inflammation  of  a  vein,  with  exuda- 
tion of  pus  into  its  cavity. 

Suppurative  phlebitis,  indeed,  is  usuallyaccompanied 
by  diffuse  cellulitis,  an  inflammation  which  readily 
extends  along  the  cellular  tissue  which  surrounds 
the  venous  trunks.  There  is  thus  a  so-called  "  peri- 
phlebitis," and  the  inflammatory  changes  secondarily 
extend  to  and  implicate  the  vein-wall  itself.  In  conse- 
quence of  the  alteration  thus  produced  in  the  lining 
membrane,  the  blood  clots,  and  the  vein  is  plugged. 
The  inflammation  progresses,  and  the  vein-wall  is 
involved  in  the  suppuration.  Finally,  in  parts, 
the  coats  of  the  vein  are  destroyed,  and  pus  now 
mingles  with  the  clot  already  formed.  HaBmorrhage 
does  not  occur,  and  the  pus  does  not  mingle  with  the 
blood,  for  the  reason  that  clotting  always  precedes  the 
extension  of  suppuration  into  the  vein.  In  suppu- 
rative phlebitis,  the  clot  never  becomes  absorbed  or 
organised,  but  is  always  destroyed  with  the  vein  in 
which  it  lies.  Circulation,  therefore,  is  never  re- 
established in  the  vein  iself. 

There  is  another  way  in  which  suppurative  phlebitis 
may  originate.  In  cases  of  pyaunia,  the  clots  which 
are  formed  in  the  veins  become  themselves  impreg- 
nated with  septic  material  absorbed  from  the  wound. 
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These  clots  excite  suppurative  inflammation  in  the 
vessels  which  contain  them,  and  the  clots  themselves 
become  disintegrated  and  mingled  with  the  products 
of  inflammation.  If  portions  of  these  broken-down 
and  septic  clots  are  carried  into  the  circulation,  not 
only  will  they  cause  embolism  of  the  pulmonary 
vessels,  but  wherever  they  lodge  they  will  infect  the 
tissues  in  which  they  lie,  and  will  excite  in  them  a 
septic  inflammation  similar  to  that  which  was  in  pro- 
gress in  the  part  fi'om  which  they  were  originally 
derived.    (See  Pyajmia.) 
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CHAPTER  XXX. 

E3>IBOI.ISIVI. 

Embolism  is  the  term  aiapliecl  to  the  plugging  of  a 
vessel  b}^  a  foreign  body— usually  a  blood-clot— which 
has  been  carried  from  a  distance  by  the  blood-stream. 
The  foreign  body  is  called  an  embolus. 

An  embolus  may  be  formed  in  either  the  arterial  or 
venous  system  ;  in  the  left  or  right  side  of  the  heart. 
Most  commonly  it  is  formed  in  the  left  side  of  the 
heart,  and  consists  of  fibrin  or  blood-clot  from  diseased 
aortic  or  mitral  valves.  In  some  cases  these  emboH 
contain  calcareous  material.  An  embolus  originatine 
in  the  heart  will,  when  swept  into  the  blood'stream^, 
be  carried  into  the  systemic  circulation,  and  will  be 
arrested  when  it  comes  to  a  vessel  too  small  to  allow 
its  transit.  Very  commonly  the  arrest  occurs  above 
a  bifurcation. 

In  other  cases  the  embolus  originates  in  a  vein, 
and  then  consists  of  clotted  blood.  If  a  portion  of 
clot  in  a  thrombosed  vein  be  detached,  it  will  be 
carried  to  the  right  side  of  the  heart,  and  thence  into 
the  pulmonary  circulation,  where  it  will  plug  some 
branch  of  the  pulmonary  arterv. 

The  immediate  result  of  the  lodgment  of  an  em- 
bolus is  the  partial  or  com2)leto  arrest  of  the  blood- 
stream. Very  shortly,  the  blood  clots  at  the  seat  of 
embolism,  and  a  thrombus  is  thus  formed  aroinid  the 
embolus.  The  ju-esence  of  the  embolus  excites  in- 
flammatoi-y  changes  in  the  vessel-wall,  and  from  the 
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vasa  vasorum  of  the  latter  new  vessels  are  developed, 
which  penetrate  the  embolus  and  its  surrounding  clot. 
Inflammatory  exudation  now  occurs,  and  the  clot, 
becoming  organised,  adheres  to  the  vessel- wall.  In 
this  way  the  plugged  artery  is  permanently  occluded. 

Such  is  the  usual  result  of  embolism,  but,  in  rare 
cases,  the  embolus,  being  composed  of  soft  clot,  may 
be  disintegrated,  and  the  channel  of  the  vessel  may  be 
reopened.  In  other,  and  still  more  rare,  instances, 
an  aneurysm  may  form  at  the  seat  of  embolism,  as 
described  in  the  chapter  on  Aneurysm. 

In  addition  to  the  local  effects  of  embolism,  the 
parts  to  which  the  plugged  vessel  is  distributed  suffer 
from  deficient  supply  of  blood.  The  moment  that  the 
artery  is  occluded,  the  patient  usually  suffers  severe 
pain  at  the  place  where  the  embolus  lodges,  while  in 
the  peripheral  parts  he  experiences  sensations  of  numb- 
ness, with  superficial  burning  pain  and  loss  of  power  in 
the  muscles.  Unless  the  collateral  circulation  enlarges, 
the  most  distal  parts  will  gradually  pass  into  a  con- 
dition of  dry  gangrene,  and,  in  some  cases,  such  a 
result  is  hastened  by  the  detachment  of  small  por- 
tions of  the  embolus  or  its  surrounding  thrombus, 
and  consequent  embolism  of  other  and  more  distal 
vessels.  (See  Gangrene.)  In  many  cases  of  embolic 
gangrene,  complicated  by  heart  disease,  the  patient 
does  not  long  survive  the  death  of  the  limb. 

The  effects  of  embolism  of  a  branch  of  the  pid- 
monary  artery  depend  to  a  great  extent  on  the  size 
of  the  occluded  vessel.  If  very  large,  death  may 
ensue  almost  instantaneously;  if  not,  recovery  may 
follow  after  temporary  consolidation  of  the  lung 
around  the  plugged  vessel.  The  subject  of  "  septic 
embolism  "  has  ah'eady  been  dealt  with  in  the  chapter 
on  Pycemia. 

Instead  of  blood-clot  and  fibrin,  an  embolus  may  be 
composed  of  portions  of  a  tumour  which  has  grown 
into  the  surrounding  vessels  without  causing  their 
obliteration,  of  micro-organisms,  of  fat,  of  parasites,  &,c. 
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Such  cases  are  necessarily  of  considerable  rarity, 
and,  with  the  excei:)tion  of  fat  embolism,  of  no  great 
practical  importance.  Pat  embolism  is  of  some  inte- 
rest, for  it  seems  to  explain  cases  of  death  after  both 
simple  and  compound  fractures  which  would  other- 
wise be  obscure.  It  results  from  the  destruction  of  the 
fat-cells  in  the  fractured  bone  and  the  passage  of  fat- 
granules— often  aided  by  the  tension  produced  by  in- 
flammatory exudation — into  the  lymphatics  and  veins. 
From  these  vessels  the  fat  is  carried  to  the  lungs,  and 
causes  obliteration  of  the  pulmonary  capillaries. 
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CHAPTER  XXXI. 

DISEASES  OF  THE  I.VMPHATIC 
SVSTEIVI. 

XiVMPKilN-CZTZS. 

Lymphangitis,  or  inflammation  of  the  lymphatic 
Vessels,  is  commonly  the  result  of  the  transmission  by 
them  of  irritating  material  from  a  wounded  surface. 
It  is  especially  prone  to  follow  poisoned  wounds  of  all 
kinds,  more  particularly  those  in  which  the  poison  is 
an  animal  one,  and  is  thus  frequently  seen  in  cases  of 
post-mortem  or  dissection  wounds,  as  well  as  in  the 
injuries  sustained  by  butchers  from  implements  used 
in  their  work.  In  many  cases  the  injury  is  extremely 
slight,  such  as  a  scratch  or  a  prick,  and  the  retention  of 
pus  even  in  minute  quantities  seems  to  greatly  favour 
the  development  of  the  disease.  Commencing  in  the 
radicles  of  the  lymphatic  system,  the  inflammatory 
process  extends  along  their  cellular-tissue  sheath 
as  well  as  in  the  vessel-wall  itself ;  when  the  trunk 
IS  a  superficial  one,  the  skin  commonly  shows  a  red 
line  in  the  course  of  the  affected  lymphatic.  As  a 
result  of  the  inflammation,  the  vessel-wall  becomes 
thickened  and  its  contents  turbid  or  coagulated. 
Sometimes  suppuration  ensues,  and  veiy  often 
lymphadenitis  complicates  the  course  of  the  disease. 

lYMPHANGlECTASIS   ANH    I.  YMPHORRHCEA  . 

Lymphangiectasis,  (jr  di]a,tation  of  lymphatic  vessels, 
results  from  anything  which  obstructs  the  flow  of 
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lymph  to  such  an  extent  that  the  collateral  as  well  as 
the  main  channels  are  closed.  This  condition  some- 
times results  from  a  chronic  Ij^mphangitis,  but  more 
often  from  the  pressure  of  some  new  growth.  In 
not  a  few  instances  no  cause  can  be  assigned.  The 
common  situations  for  varicose  lymphatics  are  the 
inguinal  regions  and  the  inner  side  of  the  thigh. 
The  appearance  of  the  skin  in  such  cases  has  been 
likened  to  the  rind  of  an  orange,  and  when  numerous 
lymphatics  are  much  dilated  they  present  just  the 
same  tortuous  outline,  with  pouches  at  the  curvatures, 
as  do  varicose  veins.  They  are,  however,  quite  coloiu-- 
less,  and  only  covered  by  the  surface  epithelium. 
Occasionally,  in  connection  with  this  disease  there  is  a 
rupture  of  the  dilated  vessels  and  a  discharge  of  lymph 
— a  condition  known  by  the  name  of  lymphorrhoea. 


Fig.  48. 


Lympliaugioma  fi-oiu  the  Skiu  of  tlie  Buttock.  The 
dilated  lymph  spaces  causing:  iirotusiou  of  the  surface 
epithelium  are  well  seeu.    (Crouch,  i  inch.) 


Lymphangioma  is  mei-ely  nn  exaggeration  of 
lymphangiectasis,  the  dilated  lymphatics  forming 
definite  swellings  or  tumours.  These  growths  are 
sometimes  congenital,  and  I  hnvo  seeu  one  on  the 
buttock  of  a  boy  wliich  looked  like  ;\  dilfuse  papilloma, 
with  very  translucent  papilla\    Microscopically,  the 
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growth  is  seen  to  be  composed  of  dilated  lymphatics. 
In  cases  of  macroglossia  also,  much  of  the  enlargement 
is  found  to  be  due  to  dilated  lymph  channels. 

EIiEPHAN'TXASIS  ARABUM. 

The  term  elephantiasis  is  applied  to  all  forms  of 
chronic  hypei'trophy  of  the  skin  and  subcutaneous 
tissue  which  result  in  the  production  of  much  de- 
formity. The  term  "  spurious  elephantiasis  "  has  been 
lately  applied  to  those  cases  in  which  the  disease  is 
the  result  of  inflammation  of  no  specific  or  definite 
form.  Good  examples  may  be  seen  in  the  en- 
largements of  the  legs  of  patients  with  chronic 
ulcers,  or  of  the  scrotum  in  cases  of  long-standing 
urethral  stricture  with  fistuhe.  The  enlargement  is 
due  to  an  overgrowth  of  the  connective-tissue  elements 
of  the  parts.  This  increase  is  due  both  to  the  vas- 
cularity of  the  chronically  inflamed  tissue  and  the 
attendant  exudation,  and  also  to  the  subsequent 
interference  by  pressure  with  the  flow  of  lymph  in 
the  lymphatics. 

The  term  true  elephantiasis,  or  elephantiasis 
arabum,  is  applied  to  a  special  form  of  the  disease 
which  is  endemic  in  certain  countries — notably  certain 
parts  of  Asia,  Arabia,  and  Barbadoes — and  which 
develops  independently  of  previous  local  conditions. 
The  natives  of  the  countries  infested  by  the  disease  are 
more  liable  to  attack  than  are  Europeans,  and  it  is 
supposed  by  some  writers  that  the  want  of  clothing 
on  the  legs  and  feet  renders  these  parts  more  suscep- 
tible.   The  onset  of  the  disease  is  marked  by  fever, 
and  the  skin  of  the  affected  part — generally  the  leg 
or  scrotum — becomes  red  and  inflamed,  with  small 
vesicles  on  the  surface.    These  attacks  of  cutaneous 
inflammation  frequently  recur,  and  each  one  leaves  in 
its  train  a  permanent  distension  of  some  of  the  lym- 
phatics.   The  subcutaneous  tissue  is  at  first  soft  and 
(edematous,  and  pits  on  pressure;  after  a  time,  it 
becomes  hard  and  brawny,  and  the  skin  is  either 
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covered  with  vesicles  and  dilated  lymphatics,  or,  in 
the  later  stages  is  eczematous,  roughened,  tubercular, 
and  horny.  The  amount  of  newly  formed  fibrous 
tissue  IS  frequently  enormous,  the  scrotum  weighing 
as  much  as  one  hundred  pounds  or  more,  and  the 
thigh  measuring  one  or  two  feet  in  diameter. 

The  cause  of  true  elephantiasis  has  long  been  the 
subject  of  much  speculation,  and  it  has  been  attri- 
Ujited  to  exposure  to  excessive  heat,  to  the  absorption 
ot  poison  by  the  skin,  to  an  inherited  predisposition, 
&c.  It  IS  very  generally  believed  at  present  that 
the  disease  is  the  result  of  the  passage  of  a  nema- 
tode worm  (the  filaria  sanguinis  hominis)  into  the 
lymphatic  tissues.  The  adult  female  worm  is  about 
32  inches  in  length,  and  as  thin  as  a  very  fine  hair, 
having  a  breadth  of  about  of  an  inch ;  the  adult 
male  has  not  yet  been  obtained  entire,  so  its  length  is 
uncertain,  but  in  breadth  it  is  about  of  an 

inch. 

The  worm  breeds  freely  in  the  human  body,  and 
appears  to  choose  for  its  habitat  some  of  the  lymphatic 
tissues,  just  as  the  trichina  selects  muscle.    The  em- 
bryos, which  are  about  Jg-  of  an  inch  in  length,  and 
y  sVo       width,  are  endowed  with  free  mobility  from 
their  birth,  exhibiting  lashing,  eel-like  movements 
when  placed  under  a  microscope.    They  readily  make 
their  way  along  the  lymphatic  vessels,  and,  reaching  the 
thoracic  duct,  enter  the  blood-stream.    In  the  blood 
of  an  affected  person  they  are  usually  entirely  absent 
during  the  day,  beginning  to  ajjpear  about  evening,  and 
being  present  in  enormous  numbers  during  the  niijht. 
This  periodicity  depends  on  the  wakefulness  or  other- 
wise of  the  patient,  for,  if  sleep  be  taken  during  the 
day  instead  of  at  night,  the  filari;e  also  chaiige  their 
iiabits.    Where  they  disappear  to  during  the  waking 
hours  is  not  known,  and  it  has  been  suggested  that 
none  of  them  live  more  than  a  night,  ancl  that  each 
evening  a  fresh  brood  is  produced.    These  embryo 
iilariiB  do  not  undergo  further  develojnnent  whilst 
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in  the  human  body,  but  it  appears  from  the  investi- 
gations of  recent  observers — especially  Manson — that 
the  mosquito  is  their  next  host.  They  are  taken  up 
by  the  m.osquito  when  the  latter  draws  blood  at  night, 
and  in  it  they  further  develop,  cause  the  death  of 
their  host,  and  then  escape  into  the  water  near  which 
these  insects  usually  live.  From  the  water  they  may 
gain  access  to  man  either  by  the  alimentary  ti'act  or 
through  the  skin.  There  is  yet  some  doubt  in  which 
of  these  ways,  but  the  former  appears  much  the  more 
probable. 

The  presence  of  iilarise  is  supposed  to  produce 
elephantiasis  by  keeping  up  a  chronic  irritation  and 
inflammation  of  the  lymphatics  in  which  they 
breed,  but  it  is  also  suggested  that  the  lymphatic 
vessels  themselves  are  occasionally  mechanically 
blocked  by  prematurely  discharged,  immature  ova 
which  have  a  much  greater  transverse  diameter  than 
the  embryo  filarite.  It  may  be  mentioned  that  other 
diseases  are  also  ascribed  to  the  presence  of  the 
filaria  sanguinis  hominis,  especially  some  forms  of 
endemic  hsematuria,  chyluria,  and  hydrocele  contain- 
ing chylous  fluid. 

i.viviPHii.i>x:TrxTzs. 

Lymphadenitis,  or  inflammation  of  a  lymphatic 
gland,  is  generally  the  sequel  of  an  injury  to,  or  inflam- 
mation of,  some  peripheral  part  in  which  the  lym- 
phatic vessels  passing  to  the  inflamed  gland  arise,  and 
IS  often  a  complication  of  lymphangitis.  In  some 
cases  direct  injury  appears  to  act  as  the  exciting 
cause  ;  in  others,  excessive  or  long-continued  exercise 
may  start  the  afiection.  Inflammation  of  lymphatic 
glands  is  also  met  with  in  various  forms  of  specific 
disease,  e.g.,  gonorrhrea,  erysipelas.  Arc,  but  at  present 
only^  the  simple  non-specific  inflammations  will  be 
considered. 

The  affected  gland  presents  all  the  ordinary 
appearances  common  to  inflammations  in  general  ;  it 
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becomes  vascular,  soft,  and  swollen,  and  the  loose 
connective  tissue  in  which  it  lies  shares  in  the 
pathological  changes.  On  section,  it  is  found  to  con- 
tain a  good  deal  of  fluid,  and  microscopical  examination 
shows  that  it  is  infiltrated  with  leucocytes,  which  are 
especially  numerous  in  the  cortex.  Lymphadenitis 
may  terminate  in  different  ways.  In  favourable  cases 
resolution  occurs,  the  vascularity  subsides,  and  the 
exuded  leucocytes  return  to  their  lymphatic  channels. 
Very  commonly  suppuration  results,  the  leucocytes 
increase  in  number,  many  of  them  die,  and  thus  small 
collections  of  pus  form  in  different  parts  of  the  gland 
and  in  the  surrounding  cellular  tissue.  These  collec- 
tions run  together,  and  an  abscess  forms  and  comes 
to  the  surface.  In  severe  cases  the  inflamed  gland 
sloughs,  and  the  abscess  which  necessarily  occurs  in 
such  cases  exposes,  when  it  bursts,  the  necrosed  gland 
lying  in  its  floor.  Where  the  cause  of  the  original 
inflammation  is  itself  persistent  the  inflammation 
becomes  chronic,  the  leucocytes,  as  in  all  chronic 
inflammations,  tend  to  develop,  and  the  affected  gland 
and  the  neighbouring  tissues  are  enlarged  and  in- 
durated by  the  growth  in  them  of  connective  tissue. 
If  the  patient  be  strumous,  the  inflammatory  pro- 
ducts will  caseate  or  calcify  in  the  manner  already 
described  in  the  chapter  on  Struma. 

TtriviouKs  or  i.yi«phatic  olands. 
Lymphoma. — A  lymphoma  is  a  tumour  composed 
of  lymphatic  glandular  tissue.  Its  most  common 
situation  is  the  neck,  and  it  may  affect  one  or  more 
glands.  Lymphomata  vary  in  size,  and,  although  it  is 
.seldom  that  any  single  gland  attains  a  greater  size 
than  that  of  a  hen's  egg,  several  aflected  glands  may 
together  form  a  mass  of  con.siderable  bulk.  These 
growths  are  encapsuled,  do  not  infiltrate  the  neigh- 
bouring tissues,  and,  although  often  rather  adherent, 
do  not  show  signs  of  inflammatory  thickening.  The 
tumours  are  not  malignant,  and  are  painless.  On 
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section,  except  f ov '  "tli6n?i!lil^.-«i^e,  tliey  present 
the  appearance  of  a  normal  lymphatic  gland.  Micro- 
scopically, they  do  not  differ  from  lymphoid  tissue, 
and  it  is  difficult  to  say  whether  they  should  be 
classed  amongst  the  simple  hypertrophies  or  the  new 
growths. 

Lymphadenoma.— Lymphadenoma  is  a  disease 
characterized  by  overgrowth  of  lymphatic  glandular 
tissue  in  many  parts  of  the  body.  The  growth  is  most 
common  in  the  lymphatic  glands  themselves,  but  is 
found  also  in  the  medulla  of  bones,  the  intestinal 
canal,  the  spleen,  and  the  connective  tissues.  As 
regards  the  lymphatic  glands,  the  new  growth  is  m 
some  cases  soft  and  almost  brain-like  (soft  lymph- 
adenoma)  ;  in  others,  hard,  elastic,  and  tough  (hard 
lymphadenoma).  In  the  first  variety,  contiguous 
diseased  glands  not  infrequently  cohere,  and  also  be- 
come closely  adherent  to  the  surrounding  tissues. 
The  growth  is  in  many  cases  very  rapid,  and  neigh- 
bouring pasts  may  be  either  compr  essed  or  infiltrated. 
On  section,  the  diseased  glands  present  a  greyish 
or  greyish-white  tint,  mottled  in  places  with  red. 
Microscopically  examined,  the  growth  is  seen  to  be 
composed  of  round  cells,  similar  to  those  of  a  lym- 
phatic gland,  and  lying  in  a  delicate  matrix  of  con- 
nective tissue  arranged  in  the  form  of  a  network.  The 
structure  differs  from  normal  gland  chiefly  in  the 
great  excess  of  cells  and  the  small  amount  of  con- 
nective tissue.  These  erowths  are  often  called 
lympho-sarcomata.  Their  presence  is  frequently 
accompanied  by  great  deliility,  anajmia,  and  ex- 
haustion, with  emaciation,  diarrhoea,  and  vomiting. 
Tliey  may  cause  death  in  this  manner  or  by  pressure 
on  important  viscera.  Their  development  is  often 
associated  with  secondary  growths  in  the  viscera  and 
in  the  bones. 

The  hard  lymphadenomata  are  not  so  malignant 
as  is  the  soft  variety,  being  slower  in  their  growth, 
more  encapsuled,  and  less  widely  distributed.  The 
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disease  tends  to  extend  along  the  several  glands 
torming  a  lymphatic  chain,  rather  than  to  affect  many 
ditterent  groups  or  to  occur  in  the  viscera.  In 
structure  the  hard  Ij-mphadenomata  differ  from  the 
soft  variety  in  the  greater  abundance  of  their  fibrous 
stroma— a  condition  which  accounts  for  their  greater 
firmness.  Between  the  hard  and  soft  lymphadenomata 
transitional  forms  may  be  found. 

In  some  cases  of  lymphadenoma,  and  especially  in 
the  soft  variety,  leucocythsemia  is  present.  In  this 
disease  there  is  a  large  increase  in  the  number  of  the 
white  corpuscles  of  the  blood,  and  usually  a  great 
enlargement  of  the  spleen.  A  fatal  termination  is 
very  common. 

The  term  leucocytosis  is  sometimes  employed  to 
indicate  a  slight  increase  in  number  of  the  white  cor- 
puscles without  enlargement  of  the  lymphatic  glands 
or  of  the  spleen. 

^  Sarcoma. — Sarcoma  of  a  lymphatic  gland  occur- 
ring as  a  primary  growth,  not  of  the  variety  already 
described  as  lympho-sarcoma,  is  of  rare  occurrence. 
Such  tumours  are,  however,  occasionally  met  with, 
and  I  have  seen  several  such  cases  affecting  the  axil- 
lary glands.  In  some  the  growth  was  composed  of 
large,  in  the  others  of  small,  round  cells.  Other 
varieties  have  been  desciibed. 

The  frequency  with  which  the  lymphatic  glands  are 
secondarily  .affected  by  malignant  tumours  is  well 
known,  and  is  mentioned  in  connection  with  the  new 
growths  of  different  organs. 
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DISEASES  AND  INJURIES  OF  THE 
IiARVNX. 

Simple  acute  laryngitis,  or  inflammation  of 
the  larynx,  occurs  most  commonly  as  a  result  of  ex- 
posure to  wet  or  cold ;  but  may  result  from  extension 
of  inflammation  from  neighbouring  parts,  from  in- 
halation of  irritating  chemical  vapours,  and  from 
injuries  inflicted  by  foreign  bodies  or  hy  hot  liquids ; 
it  is  also,  but  more  rarely,  met  with  in  some  of  the 
exanthemata,  and  especially  in  measles. 

It  is  characterized  by  acute  hyperajmia  and  redness, 
with  some  swelling  and  the  formation  of  a  watery  or 
v-iscid  discharge.  In  severe  cases  the  inflammation 
may  terminate  in  the  formation  of  an  abscess  or  of 
ulcers,  whilst  very  exceptionally  the  mucous  mem- 
brane may  even  slough.  Small  ecchymoses  are  com- 
paratively common,  and  the  term  "  hemorrhagic 
laryngitis"  is  sometimes  employed  to  indicate  cases 
where  the  expectoration  is  blood-stained. 

CEdematous  laryngitis  is  but  a  variety  of  the 
acute  form,  in  which  CBdema  is  developed  to  an  unusual 
extent ;  it  is  most  commonly  seen  in  connection  with 
scalds,  and  the  extension  of  erysipelatous  inflammation. 

bimple  acute  laryngitis  is  seldom  fatal  in  adults, 
but  m  children,  m  whom  the  orifice  of  the  glottis  is 
but  a  very  narrow  aperture,  dyspnrea  is  common  on 
account  of  the  obstruction  caused  by  swelling,  and  is 
sometimes  very  urgent ;  it  is  increased  at  intervals  by 
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spasm  or  by  the  collection  of  viscid  mucus.  In 
oedematous  laryngitis  dyspncea  is,  in  adults  as  well  as 
in  children,  a  most  prominent  symptom,  and  is  caused 
by  the  great  swelling  of  the  ary-epiglottic  folds. 
Dysphagia  and  the  sensation  of  a  foreign  body  in  the 
throat  are  also  often  complained  of,  and  result  from 
the  swollen  state  of  the  epiglottis,  which  is  rendered 
rigid  and  erect  by  the  infiltration  of  fluid  beneath  its 
mucous  membrane.  In  even  the  most  severe  cases 
the  cedema  is  limited  to  the  larynx,  and  does  not  ex- 
tend below  the  true  vocal  cords. 

Qlldema  of  the  glottis  occurs  also  as  a  complication 
of  all  the  other  varieties  of  laryngitis,  and  is  sometimes 
met  Avith  in  general  dropsy  and  in  diseases  of  the 
kidneys. 

Simple  chronic  laryngitis  is  commonly  the 
result  of  excessive  use  of  the  voice,  but  occurs  also 
as  a  sequel  to  acute  laryngitis,  and  is  often  met  with 
in  patients  who  are  habitual  drunkards.  In  such 
cases  the  whole  mucous  membrane  is  usually  irregu- 
larly thickened  by  the  growth  of  newly  formed  fibrous 
tissue  in  its  substance,  whilst  enlargement  of  the 
mucous  follicles  and  destruction  of  the  surface  epithe- 
lium are  occasionally  seen.  The  term  "  follicular 
laryngitis  "  has  been  applied  to  those  cases  in  which 
the  follicles  are  especially  enlarged  and  distended  with 
mucus.  Small  circular  ulcers  sometimes  form  in  this 
variety  of  laiyngitis. 

CROUPOUS  AND  DIPHTHERITIC  LARYNGITIS. 

The  term  croup  was  for  long  used  to  indicate  an 
inflammation  of  the  air-passages  associated  with  the 
formation  of  membrane,  and  in  this  sense  it  is  still 
frequently  employed.  At  the  present  time,  however, 
it  is  believed  by  an  increasing  number  of  observers 
that  cases  of  so-called  "  croup  "  are  either  examples  of 
dipththeria  or  of  simple  laryngitis,  and  my  own  ex- 
perience derived  from  a  considerable  number  of  post- 
mortem examinations  as  well  as  from  clinictil  practice, 
has  convinced  me  that  laryngitis  with  the  formation 
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of  membrane  does  not  exist  as  a  disease  separate  from 
dipththeria. 

Cases  of  laiyngeal  dyspnoea  occuiiing  in  children 
may  therefore  be  looked  upon  as  either  instances  of 
simjjle  laryngitis  with  associated  spasm  of  the  muscles 
of  the  glottis,  or,  if  membrane  is  present,  as  of  a  dipth- 
theritic  nature. 

Diphtheria  is  a  constitutional  disease  characterized 
by  an  inflammation  of  the  fauces  and  air-jaassages 
with  the  formation  of  membrane. 

The  disease  is  of  a  contagious  nature,  and  results 
from  bad  hygienic  conditions.  It  is  most  common  in 
children,  and  is  more  fatal  in  them  than  in  adults. 
It  commonly  commences  in  inflammation  of  the  tonsils, 
uvula,  and  pharynx,  and  in  some  cases  the  inflamma- 
tory process  does  not  extend  to  the  huynx  at  all.  In 
some  of  the  worst  cases  the  diphthei-itic  inflammation 
is  confined  to  the  nasal  mucous  membrane. 

The  affected  parts  are  at  first  red,  swollen  and  in- 
flamed, but  soon  assume  an  ashen-grey  tint,  and  after 
a  day  or  two  become  covered  with  a  thick  leathery 
membrane.  If  this  is  peeled  off  a  raw  granulating 
surface  is  exposed.  The  microscope  shows  that  the 
mucous  membrane  is  covered  with  dense  masses  of 
micrococci,  and  that  there  is  cell  exudation  into  its 
deeper  parts.  The  membrane  is  formed  by  the  necrosis 
or  death  of  the  epithelial  cells  and  the  upper  part  of 
the  sub-epithelial  tissue,  so  that  it  may  be  said  that 
in  diphtheria  there  is  an  inflammation  followed  by 
sloughing  of  portions  of  the  afiected  mucous  mem- 
branes. If  the  slough  or  membrane  is  peeled  off,  it  of 
course  exposes  a  granulating  surface,  and  when  the 
membrane  has  been  separated  tlie  resulting  ulcers 
cicatrize.  Diphtheria  is  a  very  fatal  disease,  and  may 
cause  death  in  several  ways.  In  bad  cases,  the  patient 
may  die  of  the  general  constitutional  affection  before 
any  membrane  has  been  formed.  In  other  cases, 
death  results  from  extreme  anaemia  and  exhaustion, 
but  in  many  patients,  and  especially  in  children,  death 
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ensues  from  imiDlication  of  the  air-passages  and  dys- 
pnu;a.  This  may  be  due  to  the  swelling  of,  or  formation 
of  membrane  upon,  the  mucous  lining  of  the  larynx, 
but  in  other  cases  is  the  result  of  an  extension  of  the 
membrane  to  the  trachea  and  the  bronchi,  and  in  not 
a  few  instances  is  due  to  the  development  of  bronchitis 
and  pneumonia. 

In  most  cases  of  diphtheria  there  is  an  associated 
enlargement  of  the  cervical  lymphatic  glands  and 
albuminuria.  Later  on,  dijihtheritic  paralysis  may 
develop. 

Tubercular  laryngitis  is  almost  invariably  a 
sequel  to  tubercular  disease  of  the  lungs,  and  is  said 
to  occur  in  about  30  per  cent,  of  cases'of  tubercular 
phthisis. 

It  commonly  commences  with  a  general  (Edematous 
appearance  of  the  larynx,  the  mucous  membrane  of 
which  is  often  abnormally  pale.  In  this  swollen  mem- 
bi  'ane  a  microscopical  examination  shows  the  deposit 
of  tubercle,  and  very  quickly  the  smooth  epithelial 
lining  becomes  first  raised  in  small  swellings,  and  sub- 
.sequently  pitted  with  minute  ulcers,  which  as  they 
increase  in  size  coalesce  and  extend  in  dejith,  and 
rapidly  destro}^  the  epithelial  surface.  The  ulceration 
often  commences  near  to  the  posterior  attachment  of 
the  vocal  cords,  but  subsequently  may  extend  to  any 
part  of  the  larynx.  In  exceptional  cases  the  ulcera- 
tion results  in  perichondritis  and  destruction  of  the 
laryngeal  cartilages.  Dyspnoea  is  not  generally  a  pro- 
minent symptom,  but  in  exceptional  cases  may  be 
severe  enough  to  warrant  the  performance  of  tra- 
cheotomy. 

Syphilitic  laryngitis  occurs  under  several  forms. 
In  secondary  syphilis  the  larynx  is  often  attacked 
by  an  apparently  sinijile  inflammation  with  redness 
and  catarrh,  whilst  superficial  ulcei'ation,  and  much 
more  rai-ely  mucous  tubercles,  may  develop. 

In  late  syphilis  the  larynx  may  be  affected  by  deeji 
and  rapidly  extending  ulceration;  \i'hich  is  very  liable 
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to  penetrate  and  attack  the  cartilages  ;  it  is  rarely  the 
result  of  the  breaking  down  of  gummata.  In  bad 
cases  there  may  be  caries  or  necrosis  of  the  carti- 
lages, with  subsequent  extension  of  the  inflammation 
into  the  subcutaneous  tissues  and  the  formation  of 


Fig.  49. 


8ypliilitic  Ulceration  of  the  Larynx  with  formation  of 
cicatricial  bauds  and  destruction  of  the  epiglottis. 

abscesses.  In  all  cases  the  epiglottis  is  especially 
hable  to  be  attacked  and  may  be  completely  destroyed. 
Occasionally  the  inflammation  commences  in  the 
perichondrium,  and  only  subsequently  extends  to  the 
mucous  membrane.  The  inflammatory  process  is 
liable  to  be  very  chronic,  but  in  any  case  acute  cedemn, 
may  suddenly  ensue  and  urgent  dyspnoea  may  result. 

R 
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In  cases  of  long  standing  there  is  often  much  thicken- 
ing of  the  mucous  membrane  and  cicatricial  contrac- 
tion, whilst  more  rarely  bands  of  membrane  and 
adhesions  unite  the  opposed  iu  flamed  surfaces.  In 
this  way  the  orifice  of  the  glottis  may  become  much 
contracted,  and  permanent  dyspnoea  and  stenosis  may 
result.  The  larynx  may  be  affected  in  any  of  the 
above-mentioned  ways  in  patients  with  congenital 
syphOis. 

TTTMOVRS   OF  THI!  IiARVDiTX. 

The  most  common  innocent  tumour  of  the  larynx  is 
a  papilloma.    The  papillomata  of  the  larynx  differ 

Fig.  so. 


Papilloma  of  the  Vocal  Uovds. 
somewhat  from  each  other,  and  may  be  either  single 
or  multiple,  pedunculated  or  sessile.    They  occur  at 
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all  times  of  life,  but  are  rare  after  fifty,  and  are 
relatively  common  in  childhood.  Their  most  frequent 
seats  are  the  vocal  cords,  especially  their  most  anterior 
parts,  and  the  ventricles.  Their  surface  is  warty  and 
rough,  and  their  colour  grey  or  red.  The  most  pro- 
minent symptom  caused  by  these  tumours  is  hoarse- 
ness of  voice,  but  in  children  they  may  cause  much 
spasm  and  dyspnoea,  and  occasionally  terminate 
fatally. 

Fibromata  of  the  larynx  are  slowly  growing 
tumovirs,  most  common  in  people  of  middle  age,  and 
usually  situated  on  the  vocal  cords.  They  are  com- 
monly single,  and  form  round  or  oval  smooth  tumours. 
They  are  generally  no  larger  than  a  pea,  but  may  be 
as  large  as  a  hazel-nut,  and-  are  either  sessile  or 
peduncidated.  Their  cut  surface  is  white,  and  the 
microscope  shows  that  they  consist  of  dense  fibrous 
tissue. 

Mucous  cysts  are  developed  in  connection  with 
the  mucous  foUicles  of  the  larynx.  They  are  most 
common  on  the  back  of  the  epiglottis  and  in  the 
ventricles,  and  vary  in  size  from  that  of  a  pin's-head 
to  that  of  a  hazel-nut.    They  contain  clear  mucus. 

In  addition  to  these  above-mentioned  innocent 
growths,  adenomata,  angeiomata,  enchondromata,  lipo- 
mata,  and  myxomata  have  been  described  ;  all  these 
varieties  of  tumours  are,  however,  of  very  rare 
occurrence. 

The  most  common  malignant  growth  of  the  larynx 
is  undoubtedly  epithelioma ;  it  may  be  either 
intrinsic  or  extrinsic  in  its  origin.  The  former  term 
is  applied  to  tumours  which  commence,  completely 
within  the  laryngeal  box  and  grow  on  the  true  vocal 
cords,  in  the  ventricles,  and  on  the  parts  beneath  the 
cords.  Tumours  originating  in  the  epiglottis  or  the 
ary-epiglottic  folds  are  said  to  be  extrinsic. 

The  patients  in  whom  epitheliomata  occur  are  most 
frequently  men  over  middle  age,  and  the  growth  may 
originate  in  any  part  of  the  larynx.    The  surface  of 
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these  tumours  is  generally  very  definitely  papillarj'-  or 
warty,  and  for  this  reason  mistakes  in  diagnosis  are 
common.  The  growth  of  epithelioma  of  the  larynx  is 
comparatively  slow,  and  life  is  generally  prolonged  for 
rather  more  than  two  years. 


Fig.  si. 


Epithelioma  of  the  Lai-ynx. 


When  originating  inside  the  laryngeal  box  the 
progress  of  the  tumour  is  much  more  slow  than  when 
it  commences  extrinsically,  and  the  lymphatic  glands 
are  not  affected  until  late  in  the  disease.  Epithelioma 
spreads  very  slowly  in  cartilage,  but  as  it  attacks  it 
perichondritis  is  set  up,  and  necrosis  of  portions  of 
cartilage  may  result.  When  the  growth  reaches  the 
extra-laryngeal  tissues,  suppuration  and  sloughing  com- 
monly ensue,  and  the  tumour  may  fungate  through 
the  openings  in  tlie  skin. 

Death  often  results  from  septic  broncho-pneumonia, 
set  up  by  the  foul  state  of  the  larynx,  but  in  other 
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cases  is  brought  about  by  dyspiKsa  or  exhaustion. 
The  lymphatic  glands  which  are  infiltrated  sometimes 
form  large  breaking-down,  sloughing  masses,  and  are 
more  likely  to  be  early  implicated  in  the  extrinsic 
variety.  Dissemination  and  the  development^  of  secon- 
dary tumours  in  the  viscera  are  very  rare.  Epithelipma 
of  the  larynx  is  usually  of  the  squamous-celled  variety, 
but  columnar-celled  growths  have  been  described. 
Spheroidal-celled  alveolar  carcinoma  is  also  but  rarely 
met  with. 

Sarcoma  of  the  larynx  is  a  rare  disease.  The 
tumours  are  sometimes  of  considerable  size,  and  are 
at  first  smooth  and  globular,  but  subsequently  ulcerate 
and  infiltrate  the  surrounding  parts  in  the  same  way 
as  does  an  epithelioma.  The  tumour  may  be  of  either 
the  round  or  spindle-celled  variety,  and,  unhke  the 
epithehomata,  rarely  affects  the  lymphatic  glands; 
dissemination  is  also  uncommon. 

Ilf JURZES  or  THE  lARYTTX. 

Blows  upon  the  larynx  may  cause  much  reflex 
spasm  and  dyspnoea,  which  is  sometimes  urgent. 
Fractures  of  the  cartilages  are  rare,  and  may  result 
either  from  a  blow  or  a  squeeze  ;  the  thyroid  cartilage 
is  more  often  fractured  than  the  cricoid.  Such  injuries 
are  always  serious,  and  when  the  mucous  membrane 
is  torn,  htemoptysis  and  dyspnoea  are  common.  Death 
not  uncommonly  results  from  obstruction  to  the 
passage  of  air  by  displacement  of  the  fractured 
cartilage. 

Scalds  of  the  larynx  are  most  often  seen  in  children, 
and  commonly  result  from  attempts  to  drink  from  a 
kettleful  of  boiling  water.  In  these  cases  the  lips, 
cheeks,  and  tongue  are  commonly  blistered,  white,  and 
swollen,  the  voice  is  husky,  and  swallowing  is  painful. 
CEdematous  laryngitis  is  very  liable  to  supervene 
within  an  hour  or  two,  and  in  the  absence  of  treat- 
ment death  from  dyspnoea  is  of  common  occurrence. 
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FOREIGXr   BODIES   IN  THE  AZR-FASSACES. 

Foreign  bodies  always  *obtain  access  to  the  air- 
passages  during  the  act  of  inspiration,  except  in  cases 
where  the  muscles  of  the  glottis  are  paralysed,  as,  e.^r., 
after  diphtheria ;  they  cannot  normally  obtain  an  en- 
trance during  deglutition.  In  most  cases  they  obtain 
entrance  through  some  sudden  inspiratory  act  whilst 
the  foreign  body  is  in  the  mouth ;  thus,  a  piece  of 
meat  may  pass  into  the  larynx  if  the  patient  sud- 
denly laughs  whilst  eating,  or  a  pin  or  other  foreign 
body  held  between  the  lips  may  in  a  similar  way 
obtain  entrance.  Foreign  bodies  may  also  pass  into 
the  air-passages  during  deep  anesthesia  when  the 
normal  sensibility  of  the  glottis  is  numbed. 

A  foreign  body  may  lodge  in  the  larynx,  the 
trachea,  the  bronchi,  or  the  lungs,  and  the  symptoms 
difFer  according  to  the  position  in  which  it  rests. 

In  the  larynx  a  large  mass  of  meat  or  similar 
material  may  completely  block  the  glottis,  and  cause 
death  from  dyspnoea  in  a  few  minutes ;  and.  in  other 
cases,  although  not  large  enough  to  mechanically  close 
the  whole  glottis,  a  foreign  body  may  cause  death 
through  spasm  set  up  by  its  irritation.  If  death  does 
not  at  once  result,  and  the  foreign  body  remains  in 
the  larynx,  it  interferes  with  respiration  and  speech 
to  a  varying  extent,  but  the  symptoms  are  continuous 
so  long  as  it  remains,  although  they  are  liable  to 
sudden  exacerbation  at  any  time.  If  not  removed, 
the  foreign  body  will  set  up  laryngitis,  and  death  may 
result  either  from  this  or  from  inflammation  spreading 
to  the  trachea  and  bronchi. 

If  the  foreign  bod}-  passes  into  the  trachea  it  is 
never  large  enough  to  completely  plug  that  tube,  and 
after  an  initial  attack  of  dyspnea  the  symjitoms  are 
liable  to  subside.  As  the  vocal  cords  are  not  inter- 
fei'ed  with,  there  is  no  mai'ked  alteration  of  voice,  and 
respii\ation  may  be  tranquil.  The  patient  is,  hoAvever, 
liable  to  sudden  and  severe  attacks  of  dyspnoea ;  these 


FOREIGN  BODIES  IN  THE  TRACHEA.  263 


are  caused  by  the  foreign  body  being  coughed  up 
ao-ainst  the  glottis,  which  immediately  closes  spas- 
modically, and  during  such  an  attack  the  patient  may 
die  of  suffocation. 

If  the  foreign  body  remain  in  the  trachea,  death 
will  result  either  from  spasm  of  the  glottis  or  from 
inflammation  of  the  trachea  and  bronchi. 

The  lodgment  of  a  foreign  body  in  a  large  bronchus 
results  in  the  obstruction  to  the  passage  of  air  into  a 
given  portion  of  lung,  and  is  accompanied  by  symptoms 
of  dyspncea,  wliich  are  urgent  in  proportion  to  the 
size  of  the  bronchus  which  is  plugged.  Bronchitis 
and  broncho-pneumonia  will  subsequently  ensue,  and 
the  lung  supplied  by  the  plugged  bronchus  will  become 
collapsed. 

In  cases  where  the  foreign  body  is  very  minute  and 
passes  into  a  terminal  bronchus,  the  initial  dyspnosa  is 
but  slight,  but  further  symptoms  will  ensue  in  conse- 
quence of  inflammation  and  suppuration  of  the  sur- 
rounding lung  tissue. 
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CHAPTEE  XXXIII. 

DISEASES  OF  THE  THYROID  CI.AND. 

Inflammation  of  the  thyi-oid  aj^art  from  other 
diseased  conditions  is  an  event  of  some  rarity, 
although  it  is  by  no  means  uncommon  for  a  goitrous 
gland  to  become  inflamed.  The  changes  that  occur 
are  such  as  are  seen  in  similar  conditions  of  other 
soft  tissues,  and  the  inflammation  occasionally  termi- 
nates in  the  formation  of  pus. 

Atrophy  of  the  thyroid  is  a  frequent  accompani- 
ment of  myxoedema,  but  is  otherwise  of  no  importance. 

GOITRE,    OR  BRONCHOCEIE. 

The  term  goitre  is  applied  to  any  enlargement  of 
the  thyroid  gland  which  is  not  caused  by  inflamma- 
tion or  malignant  growth  ;  its  causes  have  been  much 
discussed,  and  are  not  yet  satisfactorily  settled.  In 
some  cases  the  disease  is  hereditary,  and  commonly 
commences  in  early  life;  in  a  very  large  percentage 
of  instances  it  occurs  only  in  certain  deflnite  localities, 
where  it  is  endemic. 

The  disease  is  considered  by  some  winters  to  be 
caused  by  any  occupation  or  habit  which  favoui-s  con- 
gestion of  the  veins  of  the  neck,  such  as  the  playing 
of  wind  instruments.  For  many  yeai's  goitre  has 
been  attributed  to  drinking  water  derived  from  melted 
snow  or  ice ;  but  there  does  not  appear  to  be  any  truth 
in  this  theory.  It  is  also  sujijjosed — and  with  more 
probability — to  be  due  to  the  presence  of  large 
quantities  of  lime  salts  in  drinking-water. 
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Structurally,  goitres  may  be   divided   into  four 
classes,  though  it  must  be  remembered  that  between 
all  of  these  there  are  connecting  links,  and  that  more 
^  +ban  one  of  the  morbid  conditions  may  be  found  m 
the  same  growth. 

First,  simple  hypertrophy.—  In  this  form  there 
is  an  overgrowth  of  the  glandular  tissue,  and  in  most 
instances  the  enlargement  is  symmetrical,  both  lobes 
as  well  as  the  isthmus  being  hypertrophied  in  pro- 
portion to  their  original  size.  In  other  cases  localized 
hypertrophies  occur,  and  definite  glandular  tumours 
— true  adenomata — may  develop  in  the  substance  of 
■  the  lateral  lobes  or  in  the  isthmus.  Whether  the 
growth  be  universal  or  local,  the  new  tissue  does  not 
difi"er  from  that  of  a  healthy  gland,  being  composed 
of  closed  vesicles  lined  by  epithelium  containing  a 
clear  sticky  fluid,  embedded  in  a  stroma  of  loose 
connective  tissue. 

Second,  cystic  goitre. — In  cystic  goitre  there  is 
a  development  of  cysts  of  unusual  size.  These  cysts 
commonly  occur  in  glands  in  which  there  is  also  some 
true  hypertrophy,  but  may  develop  in  otherwise 
healthy  thyroids.  They  are  formed  by  a  mucoid  or 
colloid  degeneration  of  the  walls  of  separate  vesicles, 
which  are  thus  thrown  into  one  another,  and  form 
cavities  of  various  dimensions.  Such  cysts  are  some- 
times single,  but  more  often  multiple.  They  contain 
either  clear  serous  fluid,  viscid  colloid  material,  or  a 
dark  bloody  liquid,  with  a  grumous  or  coffee-ground- 
like deposit. 

Third,  fibrous  goitre. — In  fibrous  goitres  there  is 
nn  excess  of  the  fibrous  stroma  as  compared  with  the 
glandular  tissue.  The  fibrous  growth  is  common  in 
old  goitres,  and  generally  occurs  in  a  gland  which  has 
previously  been  the  seat  of  simple  hypertrophy.  In 
other  goitres  of  long  standing  calcareous  degeneration 
is  frequently  met  with,  and  in  some  cases  the  whole 
thyroid  is  converted  into  a  calcareous  mass. 

Fourth,  pulsating  goitre. — This  is  a  form  of 
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bronchocele  in  which  there  is  an  excessive  develop- 
ment or  dilatation  of  the  vessels.  It  more  often 
complicates  cases  of  simple  hypertrophy  than  the 
other  varieties  of  goitre.  Pulsating  bronchocele  is 
sometimes  associated  with  protrusion  of  the  eyeballs. 

The  effects  of  a  goitre  depend  both  on  its  size  and 
on  the  rapidity  of  its  growth.    The  veins  leading  from 
the  enlarged  gland  become  distended,  and  in  many 
cases  those  of  the  head  and  neck  are  subsequently 
dilated.    Pulsation    in  the  carotids  is  occasionally 
increased,  but  in  some  instances  the  growth  causes 
pressure  on  these  vessels,  and,  by  interfering  with  the 
blood-current,  induces  cerebral  anajmia,  with  spasm 
or  convulsions.    Spasm  of  the  glottis  or  paralysis  of 
the  laryngeal  muscles  may  also  result  from  irritation 
of  the  recurrent  laryngeal  nerve.    The  most  impor- 
tant result  of  enlargement  of  the  thyroid  is,  howevei', 
interference  with  the  passage  of  air  through  the 
trachea,  which  is  usually  compressed  on  either  side 
by  the  two  lateral  lobes,  but  may  in  rare  instances 
be  ziarrowed  by  the  pressiu-e  exercised  by  the  enlarged 
isthmus  in  fi'ont.    In  other  cases  the  growth  extends 
between  the  sternum  and    trachea,   and  squeezes 
the  latter  against  the  spine.    Even  in  cases  where 
no  urgent   dyspnoea   exists,  it   is   common   for  a 
bronchocele  to  j)i"oduce  some  shortness  of  breath  on 
exei'tion.    The  large  majority  of  goitres  do  not  cause 
death,  and  a  fatal  termination  is  much  more  common 
in  the  rapidly  growing  tumours  than  in  those  of 
slower  growth,  even  although   the  latter  attain  a 
greater  size.   The  name  acute  bronchocele  has  been 
given  to  these  quickly  developing  goitres,  and  the 
dysjinrea  which  they  cause  is  explained  by  the  fact 
that  the  fascia-  and  muscles  of  the  neck  have  not  time 
to  stretch  and  provide  room  for  their  development ; 
hence,  all  hollow  and  compressible  structures  necessa- 
rily sufler.    These  acute  bronchoceles  are  most  often 
met  with  in  young  subjects,  and,  in  some  instances  at 
least,  their  growth  is  coincident  with  the  changes  that 
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occur  at  puberty.  In  cases  of  cystic  broncliocele,  the 
cysts  sometimes  rapidly  increase  in  size  on  account 
of  the  efiusion  of  blood  into  their  cavities. 

MAX.XGrrAN'T  SZSEASi:. 

Sarcoma  is  rarely  seen  in  the  thyroid  gland,  but 
carcinoma  is  not  uncommon.  The  latter  growth 
usually  affects  thyroids  which  have  previously  been 
the  seat  of  goitrous  enlargement,  and  is  commonly 
diffused  throughout  the  entire  gland.  The  tumours 
are  usually  of  the  encephaloid  variety,  but  occasionally 
they  are  scirrhous  in  type ;  sometimes  they  vei-y 
closely  simulate  the  normal  glandular  structure,  and 
can  only  be  distinguished  from  cases  of  simple  hyper- 
trophy by  the  infiltration  of  the  neighbouring  tissues 
and  by  their  malignant  clinical  course.  All  growths  of 
this  class  are  liable  to  cause  glandular  enlargement, 
and  to  produce  secondary  growths  in  the  viscera  and 
bones.  They  usually  run  a  rapid  course,  and  terminate 
fatally,  either  by  local  complications  or  visceral  disease. 

Cachexia  strumipriva  is  a  term  used  to  indicate 
a  peculiar  condition  allied  to  myxo3dema,  which  is 
liable  to  ensue  in  patients  whose  thyroid  glands  have 
been  excised. 

Examples  of  this  affection  were  first  described  by 
Kocher  and  Reverdin,  in  the  year  1883,  and  since  then 
the  observations  of  these  surgeons  have  been  confii^med 
by  other  operators.  The  disease  commences  insidiously 
from  one  month  to  four  or  five  months  after  the 
operation,  and  is  characterized  by  sensations  of 
weakness,  with  dragging  pains  in  the  arms,  or  in  all 
the  extremities.  Pains  in  the  neck  and  trunk  are 
less  common.  The  pain  is  succeeded  by  a  sense  of 
chilliness,  and  chilblains  are  liable  to  form.  The 
cerebral  functions  are  early  affected,  and  slowness  of 
thought  and  of  speech  are  especially  noticeable.  This 
,  condition  is  followed  by  further  impairment  of  the 
mental  capacities,  with  loss  of  memory  and  inability 
to  acquii'e  further  knowledge,  whilst  gradually  the 
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patient  passes  into  a  condition  of  lethargy  and  feeble- 
ness. Coincident  with  the  onset  of  the  disease,  swelling 
of  the  face,  and  especially  of  the  eyelids,  is  noticed,  and 
gradually,  as  the  swelling  spreads,  the  whole  face 
becomes  broad,  the  lips  thick  and  pouting,  the  features 
lose  all  expression,  and  a  semi-idiotic  appearance 
results.  The  abdomen  becomes  large  and  tumid,  the 
hands  and  feet  are  swollen  and  thickened,  the  skin  as 
a  whole  becomes  thickened  and  dry,  and  the  surface 
epithelium  readUy  scales  in  many  cases.  The  haii- 
becomes  brittle,  and  commonly  falls  out  in  large 
quantities.  Combined  with  these  conditions  there  is 
always  very  marked  anaemia,  and  in  those  patients 
who  are  children  growth  is  almost  entirely  arrested, 
and  the  period  of  puberty  is  delayed. 

It  is  now  commonly  believed  that  the  foregoing 
symptoms  are  the  direct  I'esult  of  removal  of  the 
entire  thyroid  gland,  and  the  theories  that  they  are 
due  to  injury  of  the  sympathetic  nerve,  to  atrophy  or 
narrowing  of  the  trachea,  or  to  residence  in  a  goitrous 
district,  are  no  longer  credited. 

But,  although  these  ty^sical  symptoms  may  ensue  in 
many  eases  of  thyroidectomy,  they  do  not  occur  in 
all,  and  in  others,  although  present,  they  are  much 
modified.  It  is  believed  by  some  authorities  that  in  all 
cases  where  they  do  not  ensue,  either  the  entire  gland 
has  not  been  removed,  or  that  the  accessory  thyroid 
glands  which  are  known  to  exist  in  some  people,  subse- 
quently hypertrophy,  and  take  on  the  functions  of  the 
removed  organ.  It  is  indeed  true  that  enlargement 
of  accessory  thyroids  has  been  seen  in  many  cases 
where  the  symptoms  of  cachexia  strumipriva  have  not 
followed  on  thyroidectomy,  but  it  is  nevertheless 
jirobable  that  in  some  cases  where  no  thyroid  tissue  at 
all  is  left,  the  typical  symjitoms  of  the  di.sease  in 
question  do  not  supervene.  In  3'et  other  cases  the 
anajmia  and  the  inq)airment  of  the  cerebral  functions 
occur  without  the  swelling  of  the  face  and  the  changes 
in  the  skin,  which  are  their  usual  accompaniments. 
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ACItOIVIZ:GAI.V. 

Acromeo-aly*  is  a  disease  which  is  characterized 
by  great  enlargement  of  the  hands  and  feet,  with  mvich 
deformity  of  the  face.  The  hands  and  feet  are  simply 
overgrown  and  are  not  deformed,  all  the  tissues 
sharing  in  the  enlargement,  although  there  is  in 
additio^i  a  great  increase  of  fibrous  tissue.  The  size 
of  the  extremities  is  indeed  in  advanced  cases  most 
remarkable,  and  the  measurements  of  a  hand,  the  cast 
of  which  is  in  the  museum  of  St.  Bartholomew's 
Hospital,  compare  as  follows  with  the  measurements 
of  an  average  adult  male  hand  : — 

Length  9  in.    Normal  hand,  7  J  in. 

Length  of  middle  digit  .    .    .    3I  in.  „  3i  in. 

Circumference  at  metacarpal 

bones   ......        .  13    in-  "  ^4  in. 

Circumference  of  middle  finger    4I  in.  2f  in. 

The  deformity  of  the  face  results  from  hypertrophy 
of  the  jawbone,  and  perhaps  of  the  other  facial  bones 
as  well,  with  great  increase  in  size  of  the  cartilages  of 
the  nose,  eyelids,  and  ears.  The  face  thus  becomes 
lengthened  and  broadened,  and  in  its  increase  there  is 
also  apparently  an  overgrowth  of  the  subcutaneous 
tissues.  On  account  of  the  alteration  in  shape  of  the 
jawbones,  complete  closure  of  the  teeth  may  be 
impossible.  The  lips  are  thick,  and  the  lower  lip 
tends  to  protrude  and  hang  down ;  the  expression 
of  the  features  may  be  completely  altered.  The 
bones  of  the  cranium  remain  in  a  perfectly  natural 
state. 

The  long  bones  of  the  extremities  are  never  affected, 
but  the  iliac  bones,  the  patella?,  the  libs,  and  the 
clavicles  may  be  hypertrophied. 

The  youngest  patient  in  whom  acromegaly  has  been 
observed  was  fifteen  years  of  age,  and  the  oldest  was 
sixty ;  but  most  of  the  cases  have  been  observed 
between  the  ages  of  twenty  and  foi'ty.     Both  males 
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and  females  are  attacked.  At  present  only  about 
twenty  cases  have  been  recorded. 

In  addition  to  the  changes  in  the  extremities  and 
face,  blindness  with  atrophy  of  the  optic  disc,  loss  of 
sense  of  smell  and  of  taste,  and  cessation  of  the 
catamenia  in  women  have  been  commonly  observed. 
The  most  remarkable  circumstance,  however,  is  that 
in  most  of  the  recorded  cases  the  thyroid  gland  has 
been  found  to  be  either  goitrous  or  atrophied. 
Muscular  weakness,  headache,  and  excessive  per- 
spiration have  also  been  observed  in  connection 
with  acromegaly.  The  mental  functions  are  never 
impaired,  and  the  skin  and  hair  are  normal. 

In  one  patient  on  Avhom  a  jDost-mortem  examina- 
tion was  made,  it  was  found  that  the  bones  of  the 
hands  and  feet  were  enlarged,  that  on  all  the  bones 
there  was  a  tendency  to  the  exaggeration  of  normal 
ridges  or  tubercles,  and  that  on  some  of  the  bones  of 
the  extremities,  as  well  as  on  those  of  the  face,  there 
were  osteophytic  growths,  although  the  general  over- 
growth of  the  whole  bone  was  not  seen  in  the  extremi- 
ties. The  situation  of  the  pituitary  body  was  occujaied 
by  a  tumour,  and  the  sympathetic  and  cranial  nerves 
were  enlarged.  The  cartilages  of  the  larynx  were 
ossified,  and  the  thyroid  gland  was  four  or  five  times 
its  natural  size. 

The  pathology  of  acromegaly  is  at  present  obscure, 
but  there  is  a  tendency  to  attribute  it  to  some  disease 
of  the  thyroid  gland  or  of  the  sympathetic  nerves.  From 
the  thick  heavy  lips  and  broad  deformed  face  the 
disease  has  been  mistaken  for  myxedema,  but  from 
the  latter  it  differs  verj'  materially  in  the  normal  state 
of  the  skin  and  hair  of  the  extremities,  and  in  the 
absence  of  any  alteration  in  tlie  mental  condition,  as 
■well  as  in  the  positive  deformity  of  the  hands  and  feet. 
From  osteitis  deformans  it  may  readily  be  separated, 
when  it  is  remembered  that  in  this  affection  the  bones 
of  the  skull  and  the  long  bones  are  especially  diseased, 
whilst  in  acromegaly  it  is  just  these  bones  that  remain 
unaffected. 
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CHAPTER  XXXIV. 

INJURIES  AND  DISEASES  OF 
mUSCIiES,  TENDONS,  AND  BVRSS:. 

Rupture  of  muscle. — Considering  the  constant 
strains  to  which  they  are  subjected,  muscles  are  but 
seldom  torn,  and,  when  they  are  ruptured,  it  is  rather 
by  a  sudden  and  unexpected  strain  than  by  the 
employment  of  great  muscular  force.  The  ends  of  a 
ruptured  muscle  immediately  retract,  and  remain 
separated  by  an  interval  which  varies  in  extent  in 
different  cases.  A  certain  amount  of  blood  is  always 
extravasated,  and  may  form  a  considerable  hjematoma. 

Union  of  the  torn  muscle  is  accomplished  by  a  pro- 
cess of  plastic  inflammation,  with  exudation  of  lymph, 
and  its  subsequent  organisation  into  fibrous  tissue. 

Wounds  of  muscle  are  followed  by  separation 
of  the  cut  fibres,  and  in  such  injuries,  as  in  rupture, 
repair  is  effected  by  fibrous  tissue.  Muscle  may  be 
said  never  to  be  reproduced,  for,  although  attempts 
at  reproduction  of  muscle-fibres  have  been  described, 
the  amount  of  new  muscle  thus  formed  is  quite 
microscopic. 

Inflammation  of  muscle. — Muscles  are  but  little 
prone  to  inflammation,  and,  when  affected  by  so-called 
myositis,  the  latter  is  commonly  the  result  either  of 
injury,  of  inflammation  spreading  from  surrounding 
parts,  or  of  such  constitutional  conditions  as  pyaamia 
and  typhoid  fever.  The  course  of  the  inflammatory 
process  in  muscle  does  not  differ  from  that  in  other 
tissues,  and  requires  no  speciaJ  description. 
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Atrophy  and  degeneration  of  muscle.— The 

most  common  cause  of  muscular  atrophy  is  disuse, 
and  in  cases  where  a  limb  has  remained  unused  for 
years,  as  in  chronic  disease  of  a  joint,  the  whole  of 
the  muscles  may  be  so  atrophied  that  no  contractile 
tissue  remains,  the  muscle-sheath  being  filled  with 
a  mass  of  fatty  and  fibrous  tissue.  The  wasting  of 
muscle  which  follows  nerve  section  has  already  been 
mentioned,  and  the  various  forms  of  atrophy  and  de- 
generation which  are  dependent  upon  disease  of  the 
central  nervous  system— e.^r.,  infantile  paralj^sis,  pro- 
gressive muscular  atrophy,  &c.— do  not  come  within 
the  scope  of  the  jjresent  work. 

Ossification  of  muscle — The  formation  of  bony 
plates  in  muscle  is  a  condition  far  more  often  met  with 
in  men  than  in  women.  Occurring  in  single  muscles 
it  is  by  no  means  very  rare,  and  is  found  most 
frequently  in  the  deltoid  and  the  adductors.  The 
bony  deposit  occurs  at  the  osseous  insertion  of  the 
muscle,  and  appears  to  be  produced  either  by  constant 
strain  or  by  frequent  though  slight  contusions.  The 
development  of  bone  in  the  adductor  muscles  is  most 
common  in  men  who  ride,  and  results  in  the  produc- 
tion of  the  so-called  "  riders'  bone." 

In  other,  and  fortunately  rare,  instances,  the  ten- 
dency to  the  formation  of  bone  is  found  in  many 
muscles,  and  cases  are  described  in  which  the  back 
and  neck  have  thus  become  encased  in  a  broad  osseous 
cuirass,  resulting  in  the  complete  immobility  of  the 
affected  parts.  The  cause  of  such  a  condition  is  quite 
unknown.  It  has  been  named  "  myositis  ossificans," 
and  appears  to  be  either  of  congenital  origin  or  else 
to  commence  very  soon  after  birth. 

Tumours  of  muscle.  —  Primary  tumours  of 
muscle  are  rarely  met  with.  The  few  cases  that  are 
recorded  are  almost  all  instances  of  sarcomatous 
growths.  In  four  cases  with  which  I  am  acquainted, 
the  tumours  were  of  rapid  growth  and  ran  a  malig- 
nant course.  The  cells  of  which  they  were  composed 
were  mostly  oval. 
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Syphilitic  affections  of  muscles. — Gummata 
occur  Avitli  tolerable  frequency  in  the  muscles,  and 
appear  to  have  a  decided  preference  for  those  of  the 
neck,  and  especially  for  the  sterno-mastoid.  They 
often  attain  a  considerable  size,  and  may  be  as  large 
as  a  hen's  egg.  They  do  not  differ  structurally  from 
gummata  elsewhere.  The  chief  parasitic  diseases 
of  muscle  are  those  due  to  the  presence  of  hydatids 
or  of  trichina\  The  latter  are  met  with  in  voluntary 
muscles  only. 

ZN-TURZES   A-NH    I>ZSEA.SES   OF  TEN'SOIfS 
ILNH   THEIR  SHEiLTHS. 

Wounds  and  ruptures.  —  Tendons  are  more 
liable  to  rapture  than  are  muscles,  notwithstanding 
their  tougher  and  denser  structure.  The  injury  is 
at  once  followed  by  retraction  of  that  portion  to 
which  the  muscle  is  attached,  whilst  the  other  end 
does  not  alter  its  position  except  as  the  result  of  the 
movements  of  the  part  into  which  it  is  inserted. 
Repair  is  effected  by  a  process  of  plastic  inflammation. 
The  exuded  inflammatory  products  collect  chiefly  in 
the  tendon-sheath,  and  in  it  undergo  development, 
first  into  fibrous  tissue,  and  subsequently  into 
tendon.  Repair  is  at  once  both  rapid  and  complete, 
the  newly  formed  tendon  being  capable  of  supporting 
considerable  strain  within  a  few  weeks,  and  finally 
becoming  indistinguishable,  even  by  microscopic  ex- 
amination, from  the  neighbouring  tendinous  struc- 
tui-es. 

In  wounds  of  tendons  unaccompanied  by  the  forma- 
tion of  pus — e.g.,  in  tenotomy  for  talipes — the  process 
of  repair  is  exactly  the  same  as  that  above  described  ; 
but  in  open  wounds  accompanied  by  much  suppuration 
the  tendons  and  their  sheaths  are  liable  to  become 
matted  to  one  another  and  to  the  surrounding  parts 
in  such  a  way  that  their  future  utility  is  either 
destroyed  or  greatly  impaired.  The  prospect  of  union 
in  such  cases  is  greatly  enhanced  by  careful  suturing 
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at  the  time  of  the  accident,  or  even  at  a  later  date  if 
repair  has  failed. 

'  There  are  but  few  diseases  to  wliich  tendons  are 
liable,  for  they  may  be  said  to  be  never  affected  by 
inflammation  or  new  growth  except  when  secondarily 
implicated  by  extension  from  the  surrounding  parts. 
Glummata  are  rarely  met  with,  but  gouty  deposits  of 
urate  of  soda  are  not  uncommon  in  the  tendons  of 
the  foot  and  ankle.  Fibrous  tumours  occasionally 
grow  in  connection  with  the  tendon-sheaths  of  the 
fingers. 

Teno-synovitis.-  Teno-synovitis,  or  inaamnifition 
of  the  synovial  lining  of  a  tendon-sheath,  is  usually 
a  subacute  afFection,  and  is  most  often  seen  in  the 
extensor  tendons  of  the  wrist.  The  exciting  cause 
is  almost  invariably  excessive  use  of  the  muscles, 
and  the  constant  friction  of  the  tendons  within  their 
sheaths  gives  rise  to  roughening  hy  the  deposit  of 
lymph,  and  a  consequent  creaking  or  crepitating 
sensation  when  the  hand  is  placed  over  the  affected 
part.  The  inflammation  is  usually  transitory,  and 
readily  subsides  with  rest,  but  it  is  liable  to  recur 
when  the  muscles  are  again  called  upon  for  any  un- 
usual exei'tion. 

In  another  class  of  cases  the  inflammation  of  the 
tendon-sheath  is  of  a  tubercular  nature.  I  have 
seen  several  such  cases  in  which  the  tendons  of  the 
wrist  or  ankle  were  implicated,  and  in  cases  of  tuber- 
cular arthritis  it  is  very  common  to  find  an  extension 
of  tubercle  to  the  tendon-sheath,  the  lining  of  which 
becomes  as  thick  and  puljayas  the  synoviarmembrant^ 
of  the  joint. 

Ganglion. — Ganglia  are  of  two  kinds — simple  and 
conjpoimd.  Each  variety  is  most  frequently  seen  in  the 
sheaths  of  the  tendons  on  either  the  palmar  or  dorsal 
surface  of  the  wrist,  or  on  the  dorsal  surface  of  the 
ankle.  Ganglia  are  most  common  in  those  who  are 
in  the  habit  of  using  to  excess  the  iiuiscles  of  the 
wrist. 
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A  simple  ganglion  is  usually  described  as 
being  a  liernial  protrusion  of  a  portion  of  synovial 
membrane  tbrougb  an  aperture  in  the  sheath  of  the 
tendon,  and  it  is  supposed  that  the  communica- 
tion with  the  tendon-sheath  being  subsequently  cut 
off,  a  small  pouch  of  synovial  membrane  is  thus  left 
(Hitside  it.  It  is  much  more  probable  that  Paget 's 
description  is  correct,  which  attributes  the  formation 
of  a  simple  ganglion  to  a  cystic  degeneration  of  one 
of  the  synovial  fringes  normally  present  inside  the 
tendon-sheath.  If  this  be  true,  it  follows  that  the 
fluid  contained  in  the  ganglion  is  never  at  any  time 
in  communication  with  the  cavity  of  the  synovial 
lining,  but  is  shut  oft'  in  a  cyst,  which,  from  the  first,  is 
a  closed  ca^dty.  However  formed,  a  simple  ganglion 
presents  itself  as  a  rounded,  tense  cyst,  generally 
about  the  size  of  a  hazel-nut,  but  occasionally  larger, 
and  containing  a  perfectly  clear  material  of  the  con- 
sistency and  appearance  of  glycerine  jelly.  The  pre- 
sence of  a  simple  ganglion  is  liable  to  cause  stiffness 
and  pain  in  the  affected  tendon. 

Compound  ganglia  are  most  common  on  the 
sheaths  of  the  flexor  and  extensor  tendons  of  the  wrist. 
They  are  formed  by  a  distension  of  the  synovial 
sheaths  with  fluid,  and  may  attain  considerable  size. 
In  addition  to  sticky  and  inspissated  synovia,  they 
often  contain  numerous  small,  oval  or  rounded,  smooth 
masses  of  fibrin,  of  the  size  and  appearance  of  melon- 
seeds.  A  compound  ganglion  always  materially  inter- 
feres with  the  movements  of  the  tendons,  and  in  time 
may  completely  cripple  the  hand. 

Dupuytren's  contraction  is  the  name  applied 
to  a  contraction  of  the  fingers  which  results  in  some 
cases  from  the  use  of  some  tool  or  in.strument  which 
causes  pressure  on,  and  irritation  of,  the  tissues  in  the 
palm  of  the  hand.  In  other  cases  it  occurs  in  connec- 
tion with  the  rheumatic  or  gouty  diathesis.  The  little 
finger  is  usually  first  affected,  and  after  it  the  ling. 
I)is.section  shows  that  this  deformity  is  not  caused  liy 
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contraction  of  tendons,  but  by  thickening;;-  of  bands  of 
fascia  which  are  inserted  into  the  base  of  the  j^halanges, 
and  in  time  become  adherent  to,  and  cause  ixickerino- 
of,  the  skin.  In  cases  of  long  standing,  the  metacarpo- 
phalangeal and  the  first  inter-phalangeal  joints  be- 
come more  or  less  fixed,  their  articulating  surfaces 
being  in  bad  cases  dislocated. 

DISEASES   OF  SVnsjE. 

The  commonest  disease  of  a  bursa  is  simple  dis- 
tension with  serous  fluid.  This  distension  is  liable 
to  follow  chronic  irritation  of  any  kind,  and,  when 
the  cause  has  been  removed,  will  usually  subside  spon- 
taneously. 

If  the  irritation  be  kept  up,  chronic  inflamma- 
tion, with  thickening  of  the  bursal  walls  by  fibrous 
tissue  will  ensue,  and  is  occasional!}^  combined  with 
the  formation  of  "  melon-seed  bodies,"  such  as  those 
already  mentioned  as  occurring  in  compound  ganelia. 
In  some  cases  the  walls  of  a  bursa  become  so  greatly 
thickened  that  the  cavity  is  almost  completely  ob- 
literated, and  the  bursa  is  practically  transformed 
into  a  fibrous  tumour. 

Acute  inflammation  and  suppuration  of  bui'sae  are 
also  of  common  occurrence,  and,  if  the  bursal  wall  be 
not  already  thickened  by  old  inflammation,  the  pus  is 
liable  to  bui-st  its  way  out,  and  to  become  diffused  into 
the  surrounding  tissues. 

Tumours  of  burste  are  very  rare,  but  .•syphilitic 
gummata  are  common. 

The  bursEe  which  ai-e  most  commonly  the  seat  of 
all  forms  of  disease  are  those  over  the  ligameutum 
patellfe  and  the  olecranon.  Simple  distension  is  also 
(common  in  those  situated  over  the  tuber-ischii  and 
the  gi-eat  trochanter,  as  well  as  in  the  bursa  which 
lies  in  the  popliteal  space  between  the  inner  head  of 
tlie  gastrocnemius  and  the  seiui-membranosus. 
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CHAPTEE  XXXV. 
DISEASES   OF  BONE. 

ATROPHV. 

Atrophy  of  bone,  like  the  same  process  in  other  pnrts 
of  the  body,  is  the  result  of  deficient  use  or  of  con- 
tinuous pressure.  The  extreme  wasting  of  the  bones 
of  stumps  or  of  limbs  with  diseased  joints  affords  an 
excellent  example  of  the  first  cause,  whilst  the  hollow- 
ing out  and  absorption  of  the  sternum  and  vertebra- 
from  the  pressure  of  an  aoi-tic  aneurysm  well  illustrate 
the  second. 

Two  kinds  of  atrophy  are  described  in  long  bones, 
but  they  frequently  co-exist.  Eccentric  atrophy 
is  a  hollowing  out  of  the  bone  from  within,  so 
that,  whilst  it  maintains  its  natviral  shape  and  size 
when  viewed  from  without,  it  is  found,  on  section, 
to  be  reduced  to  a  mere  shell.  Atrophy  of  this  kind 
is  often  seen  in  aged  people.  In  concentric  atrophy 
the  whole  circumference  and  diameter  of  the  bone  are 
diminished,  and  its  shaft  is  much  more  slender  than  is 
that  of  the  opposite  side.  Such  a  bone,  on  section,  is 
often  found  to  be  the  seat  of  eccentric  atrophy  as  well. 

HYPERTROPHY. 

True  hypertrophy  is  not  common.  It  chiefly  re- 
sults from  increased  blood-supply  and  from  excessive 
use.  Good  examples  of  the  former  are  occasionally 
su])plied  by  cases  of  chronic  inflammation  in  the 
neighbourhood  of  nn  epijihysis  in  a  young  subject, 
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for,  on  account  of  the  increased  vascularity  of  the 
epiphysial  bone,  growth  may  be  stimvilatecf  to  such 
an  extent  that,  in  the  course  of  years,  a  limb  may 
outgrow  its  fellow  by  several  inches.  Better  examples 
of  pure  hypertrophy  are  afforded  by  cases  where  a 
bone  is  called  upon  to  bear  undue  weight— e.r/.,  in 
congenital  absence  of  the  tibia,  the  fibula  may  be 
greatly  enlarged  ;  in  hydrocephalus  also  the  increased 
size  of  the  brain  is  met  by  a  corres^jonding  increase  in 
the  cranium. 

XM-FI.  AIVXIVIATX  ON. 

In  considering  the  subject  of  inflammation  of  bone, 
it  must  be  remembered  that  the  osseous  structure  is 
practically  ossified  connective  tissue,  and  that  almost 
all  that  has  been  written  in  the  chapter  on  "  Inflam- 
mation "  is  strictly  ap23licable  to  bone. 

In  osteitis,  then,  there  are,  first,  hj^perfemia  and 
stasis,  followed  in  quick  succession  by  formation  of 
new  blood-vessels  and  exudation,  with  softening  of  the 
inflamed  tissue,  a  change  which  plays  a  most  important 
part  in  the  course  of  inflammation  of  bone. 

The  blood-vessels  of  bone  run  in  the  cancellous 
spaces,  the  Haversian  canals,  and  the  canaliculi,  and 
consequently  it  is  into  these  pre-existing  spaces  that 
the  exudation  is  poured.    As  in  all  inflammation, 
this  exudation,  or  lymph,  consists  of  cells  nnd  fibrin, 
and,  as  elsewhere,  the  lymph  is  subsequently  vascu- 
larised,  and  forms  what   has  already  been  called 
"  interstitial  granulation  tissue"  or  "inflammatory  new 
formation."    The  next  step  in  most  cases  of  osteitis 
is  rarefaction,  or  thinning  of  the  osseous  structure. 
This  is  not,  as  was  foi'merly  supposed,  the  result  of  a 
mechanical  expansion  or  dilatation  of  the  bone-spaces 
by  the  mere  pressure  of  the  contained  exudation,  but 
is  the  result  of  the  absorption  and  destruction  of  the 
bone  itself  by  the  exuded  leucocytes  which  lie  in 
contact  with  it.  The  walls  of  the  canaliculi.  Haversian 
canals,  and  cancellous  spaces  ai-e  oaten  away  by  the 
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blood-cells,  so  that  their  naturally  smooth  contour 
becomes  pitted  and  irregular ;  in  this  process  of 
absorption  the  leucocytes  are  aided  by  large  giant  cells, 
or  osteoclasts,  which  are  probably  themselves  formed 
from  the  white  blood-cells.  As  the  eroding  process  goes 
on,  the  bony  substance  becomes  thinned  away,  or  rare- 
fied, and  the  cancellous  spaces  become  larger,  not  only  on 
account  of  the  greater  tenuity  of  their  walls,  but  also 
because,  where  the  osteitis  is  most  advanced,  sevei'al 
spaces  are  thrown  into  one  by  the  complete  removal  of 
their  boundaries.    (See  Fig.  52.) 

A  section  of  a  bone  in  this  stage 
of  osteitis  therefore  reveals  greatly 
increased  vascularity,  rarefaction 
of  the  osseous  tissue,  complete 
filling  up  of  the  spaces  in  the  bone 
by  red  gelatinous  masses  of  granu- 
lations, and  softening  of  the  bone 
itself,  so  that  it  may  often  be 
readily  cut  with  a  knife  or  broken 
down  with  the  finger-nail.  The 
compact  bone  is  no  longer  so 
dense,  and  its  laminte  appear  to  be 
separated  from  each  other.  The 
cancellous  spaces  are  so  greatly 
enlarged  that  irregular  cavities 
filled  with  soft  pulp  are  formed, 
and  the  whole  bone  may  be  reduced 
to  a  mere  shell.  If  the  surface 
of  a  bone  be  the  seat  of  osteitis,  the 
smooth,compact  tissue  will  become 
porovis,  rough,  and  pitted  from 
erosion  by  the  leucocytes,  and  the 
l)eriosteum  will  be  partly  separated 
by  the  inflammatory  exudation. 

The  further  progress  of  a  case 
of  osteitis  depends  much  on  its 
cau.se  and  on  the  general  health  of  the  patient.  Sup- 
posing that  the  cause  has  been  an  injury  and  that 


Section  of  iiii  Iliiuii, 
sliowiDg  Rarofactiuii. 
The  lamiiiaj  of  the  com- 
pact bone  appear  to  bo 
aepavated  from  one 
another,  the  caucellous 
spaces  ai'e  enlarged, 
and  in  the  lower  pai't 
of  the  specimen  an  irre- 
gular cavity  has  been 
formed  by  destrncticri 
of  the  bono  whicli 
formerly  bonndod  tlie 
cancellous  spaces. 
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the  jiaiient  is  healthy,  the  rarefaction  will  seldom 
or  never  proceed  to  such  an  extent  as  that  described 
above,  and,  if  the  injury  has  been  but  slight,  reso- 
lution and  absorption  of  the  exudation  will  occur. 
If  the  osteitis  has  progressed  further,  organisation  of 
the  inflammatory  products,  with  resulting  sclerosis, 
is  the  most  usual  termination. 

This  process  of  sclerosis  is  precisely  analogous  to 
that  of  scarring  in  the  soft  parts.    The  cells  of  the 
granulations  which  occupy   the   cancellous  spaces. 
Haversian  canals,  &c.,  become  developed  into  con- 
nective tissue  and  finally  into  bone,  the  newly  formed 
blood-vessels  shrink  and  disappear,  and  the  whole  of 
the  previously  rarefied  bone  is  converted  into  dense 
os.seous  structvire,  with  fewer  and  smaller  cancellous 
spaces  than  were  present  before  the  iufiammation 
commenced.    The  inflammatory  exudation  which  has 
collected  beneath  the  periosteum  also  ossifies,  and  the 
bone  is  thickened  by  the  formation  around  it  of  a 
layer  of  new  bone  formed  for  the  most  part  in  stalac- 
titic  or  needle-like  projections — an  arrangement  which 
results  from  the  exudation  collecting  around  the 
blood-vessels  as  they  pass  from  the  periosteum  to  tlie 
shaft. 

Instead  of  terminating  in  sclerosis,  osteitis  may 
result  in  suppuration.  This  may  occur  in  even  the 
most  healthy  subjects,  and  is  ^serhaps  most  frequent 
when  the  inflamed  bone  is  exposed  and  thus  rendered 
liable  to  septic  infection.  It  may,  however,  result 
fi'om  want  of  rest,  the  presence  of  some  ii-ritating 
foreign  body,  the  extension  of  inflammation  from 
other  parts,  or  from  the  bad  state  of  health  of  the 
patient. 

Whatever  the  cause,  the  disintegration  of  the 
bone  by  the  interstitial  granulation  tissue  progi-esses 
to  such  an  extent  that,  finally,  instead  of  the  can- 
cellous spaces  being  occupied  merely  by  granulations, 
tliey  are  filled  with  pus.  Similar  changes  occur  on 
the' surface,  and  pus  is  discharged  from  a  granulating 
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surface  of  inEamed  bone,  just  as  it  might  be  from 
an  nicer  in  the  soft  parts.  The  pus  having  been 
discharged,  and  the  cause  of  the  inflammation  re- 
moved,°suppuration  will  cease,  unless  some  consti- 
tutional condition  causes  it  to  continue.  Lastly, 
organisation,  with  resulting  sclerosis,  will  terminate 
the  process,  just  as  scarring  and  contraction  of  the 
cicatrix  terminate  the  process  of  ulceration  in  the  soft 
tissues.  In  many  cases  of  osteitis,  suppuration  and 
sclerosis  co-exist ;  thus,  in  deep  ulcers  of  the  leg,  the 
tibia  may  be  exposed  and  suppurating  at  one  part, 
whilst  the  bone  around  is  sclerosed  and  thickened. 

It  is  to  suppurative  osteitis,  with  destruction  of  ^bone, 
such  as  is  above  described,  that  the  term  caries  is 
often  applied.  Caries,  however, 
is  now  rather  a  clinical  than  a 
pathological  expression,  and  is 
used  to  signify  inflammation  of 
bone  with  rarefaction  alone,  as 
well  as  with  suppuration,  whilst 
by  some  authors  it  is  limited  to 
that  form  of  osteitis  which  is 
called  strumous.  I  myself  think 
that,  whilst  the  term  caries  is 
useful  from  a  clinical  point  of 
view  as  expressing  all  forms  of 
osteitis  with  destruction  of  bone, 
it  is  not  advisable  to  employ  it 
in  a  pathological  work,  on  ac- 
count of  the  various  meanings  Section  of  roi  tious  of 
which  it  has  for  both  teachers  '^^'^'^'^  Vc,umm 
and  students. 

In  strumous  osteitis 
other   sti'umous  or 
affections,  there  is  a  special  ten- 
dency to  caseation  of  the  inflam- 
matory products,  as  well  as  to  —   

form  of  suppuration  ;  there  is  also  little  or  no  ten- 
dency to  ippaiv,  or  to  arrest  of  the  inflammation. 


as  in 


a  case  of  Strumous  Os- 
teitis. The  oancelluus 
spaces  are  enlarged,  and 

scrofulous  ^''"^  P"^'*'  'j""^  ^'^ 
SCI ui  uiuub  masses  of  caseous 

matter. 

a  low  and  chronic 
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In  such  cases  the  inflammatory  exudation  in  the 
cancellous  spaces  becomes  converted  into  a  soft  pulpy 
mass  of  caseous  matter  and  pus,  and  in  the  most 
typical  examples  there  is  no  sign  whatever  of  the  forma- 
tion of  new  bone,  no  appeai-ance  of  sclerosis,  none  of 
repair.  In  this  way,  bones  aftected  with  strumous 
osteitis  may  be  hollowed  out  into  mere  shells — a  con- 
dition which  is  best  exemplified  in  the  small  bones  of 
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Section  of  a  Boue  froma  caso  of  Striuiioiis  Ostoitis.  Tlio 
osseous  tissue  has  been  iu  great  part  destroyed,  and  its 
jjlace  taken  by  leucocytes.  The  reuiniusof  bony  trabecular 
in  process  of  destruction  maj-  be  seen,  and  in  the  centre  of 
the  section  is  a  caseous  mass  formed  around  a  giant  cell. 
(Oroiich  1  inch.) 

the  carpus  and  tarsus.  In  some  cases  minute  portions 
of  the  osseous  tissue  necrose,  and  small  sequestra  of 
soft  and  crumbling  bone  are  discharged  witli  the  pus. 
The  name  of  "  caries  necrotica  "  has  been  applied  to 
this  condition. 

If  a  bone  in  a  state  of  strumous  osteitis  be  ex- 
amined microscopically,  it  will  be  found  that  the  pro- 
cess is  essentially  tubercular,  and  that  tubercle  and 
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tubercle  bacilli  are\iiingled_^ith  the  inflammatory 
exudation  which  "fillsl^/tl^ ^^eous  framework.  In 
most  cases  the  bacilli  lire  very  few  in  number  and 
diflicult  to  demonstrate,  though  inoculation  with  the 
tissue  in  which  they  lie  will  cause  tubercle  in  animals, 
and  will  be  followed  by  the  growth  of  the  bacilli  in 
larger  numbers. 

Strumous  osteitis  is  most  common  in  cancellous 
bone,  and  is  seen  especially  in  the  articular  ends  of 
the  long  bones,  in  the  carpus,  tarsus,  and  bodies  of 
the  vertebras.  It  is  also  one  of  the  most  common 
causes  of  strumous  or  tubercular  disease  of  joints,  for 
the  process  is  essentially  infective,  and  tends  to  spread 
to  the  tissues  in  the  neighbourhood  of  the  inflam- 
matory focus. 

A  large  proportion  of  cases  of  strumous  osteitis 
terminate  in  suppuration.  The  abscesses,  at  first 
chronic,  are  liable,  after  discharging  their  contents, 
to  become  septic,  and  to  form  pus  in  large  quantities. 
Many  patients  consequently  die  of  hectic  fever,  of 
amyloid  disease,  or  of  general  tuberculosis. 

Abscess  in  bone. — Acute  abscess  never  occurs 
in  bone,  for  acute  inflammations,  which  in  the  soft 
tissues  would  terminate  in  the  formation  of  abscess, 
would  in  bone  be  sure  to  cause  necrosis.  Abscess  in 
bone  is,  then,  always  chronic,  and  of  slow  formation. 

The  patients  in  whom  these  abscesses  occur  are 
always  young,  the  most  common  age  being  between 
twelve  and  twenty.  The  bones  most  commonly 
affected  are  the  tibia  and  the  femur,  and  in  these  two 
bones,  indeed,  the  larger  number  of  all  the  recorded 
eases  will  be  found.  Chronic  abscess  is  never  met 
with  in  the  shafts,  but  always  in  the  cancellous  tissue 
of  the  epiphysial  ends. 

The  most  frequent  cause  of  an  abscess  is  an  injury 
which  excites  an  inflammation  of  the  cancellous 
tissue.  Pi.arefaction  of  the  bone  ensues,  the  walls  of 
the  cancellous  spaces  are  destroyed,  and  thus  a  cavity 
is  gradually  formed  in  which  the  inflammatory  products 
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Fig. 


55- 


accumulate.  As  in  the  soft  parts,  the  abscess-cavity 
soon  becomes  surrounded  by  newly  formed  tissue,  the 
result  of  a  process  of  chronic  inflammation,  and  thus 
the  bone  around  the  abscess  becomes  thickened  and 
sclerosed.  So  long  as  the  pus  remains,  the  inflam- 
mation continues,  and  more 
and  more  new  bone  is  pi'o- 
duced  from  the  sujierjacent 
periosteum.  If,  however, 
as  is  so  often  the  case,  the 
abscess  is  situated  near  to 
a  joint,  it  is  not  shut  in 
on  this  side  as  elsewhere 
by   periosteal  thickening, 


for,  there  being  no  perios- 
teum in  this  situation,  new 
bone  is  never  jsroduced  on 
an  articular  surface,  and 
thus,  if  the  abscess  con- 
tinues to  extend,  the  pus 
is  more  liable  to  be  dis- 
charged into  the  joint- 
The  Lower  End  of  a  Humerus,  elsewhere,  an.l 

showing  an  abscess  whieh  has  .  . .  ' 


burst  into  the  elbow-joiut. 


to  cause 
thritis. 

In  addition  to  the  thickening  of 


sujipurative 


ar- 


the  bone  itself, 
there  is  frequently  thickening  of  the  soft  parts, 
and  a  gradual  extei^sion  of  the  inflammatory  process 
to  the  skin,  with  resulting  oedema  and  reddening. 
Pain  is  tolerably  constant,  but,  except  at  intervals,  is 
not  severe.  There  is  generally  a  good  deal  of  tender- 
ness on  jjressure,  and,  on  account  of  the  proximity  of 
the  neighbouring  articulation,  attacks  of  synovitis, 
with  eflusion  into  the  joint-cavity,  are  of  fre(]uent 
occurrence. 

In  some  cases  the  formation  of  pus  in  the  can- 
cellous tissue  is  accompanied  by  necrosis  of  portions 
of  the  surrounding  bone.  Such  cases,  however,  are 
much  more  acute  than  are  those  of  simple  abscess, 
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:ukI  the  clanger  of  implication  of  a  joint  is  much 
o-reater.  Keference  will  again  be  made  to  these  in 
the  chapter  on  Diseases  of  the  Joints,  under  the  head- 
ing of  "  Acute  Epiphysitis." 

Osteomyelitis.— Osteomyelitis  is  a  term  which 
is  best  limited  to  diffuse  inflammation  of  the  lining 
membrane  and  the  medulla  of  a  bone,  with  implication 
of  the  surrounding  cancellous  tissue.    Such  a  diffuse 
inflammation  is  always  of  a  septic  origin,  and  is  closely 
aUied  to  cellulitis  of  the  soft  parts.    It  always  origin- 
ates in  a  wound  which  exposes  the  cancellous  tissue 
or  medulla,  such  as  an  amputation  wound  or  a  com- 
pound fracture.    Osteomyelitis  is  characterized  _  by 
the  rapid  formation  of  pus,  which  infiltrates  the  neigh- 
bouring cancellous  bone,  and  is  liable  to  extend  along 
the  whole  length  of  the  shaft.    The  inflammation 
extends  not  only  in  a  longitudinal  direction,  but  also 
through  a  varying   thickness  of  the  surrounding 
osseous  structure,  and  may  even  reach  the  surface 
and  affect  the  periosteum.    An  examination  of  a  bone 
in  a  case  of  osteomyelitis  reveals  the  following  con- 
ditions : — The  surrounding  soft  parts  are  inflamed, 
(edematous,  and  often  sloughing.    The  periosteum  is 
usually  retracted  from  the  bone  in  the  neighbourhood 
of  the  wound,  whilst  from  the  medulla  protrudes  a  soft 
mass  of  sloughing  tissue.    On  section,  the  medullary 
canal  is  found  filled  with  a  similar  material,  composed 
of  pus,  broken-down  medulla,  and  disintegrating  bone. 
The  cancellovis  spaces  contain  the  products  of  inflam- 
mation in  various  stages  of  decomposition.    The  dis- 
ease almost  always  results  in  necrosis,  and  the  amount 
of  dead  bone  is  sometimes  very  extensive. 

As  has  already  been  said,  osteomyelitis  is  essentially 
;i  septic  process,  and,  in  consecjuence,  there  is  often 
very  considerable  constitutional  disturbance.  Many 
patients  die  of  pyeemia. 

In  some  cases  the  inflammation  becomes  limited, 
and  does  not  implicate  the  whole  length  of  the  shaft ; 
and,  indeed,  it  may  be  said  that  examples  of  difiuse 
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osteomyelitis  become  more  rare  every  day —a  circum- 
stance which  is  due  to  the  improvements  in  the 
modern  treatment  of  -wounds. 

SZFFUSZ:  PERIOSTZTIS. 

The  term  "  diffuse  periostitis "  is  misleadin<,^  for 
the  periosteum  alone  is  never  affected.  In  diffuse  peri- 
ostitis there  is  a  spreading,  septic  inflammation  both 
of  the  periosteum,  and  of  a  varying  thickness  of  the 
subjacent  bone.  The  disease  "is  essentially  one  of 
early  life,  and  hardly  ever  occurs  in  adults. 

The  subjects  of  acute  periostitis  are  often  in  an 
unhealthy  condition  at  the  time  tliat  they  meet  with 
the  slight  injury  or  the  exposure  to  wet  and  cold 
which  are  the  almost  invariable  causes  of  this  affec- 
tion. Occasionally,  acute  periostitis  occurs  during 
convalescence  from  one  of  the  specific  fevers.  ° 

As  might  be  expected,  the  bones  of  the  lower 
extremity,  being  the  most  exposed  to  cold  and  injury, 
are  more  frequently  attacked  than  are  those  of  other 
parts ;  the  tibia  and  the  lower  and  posterior  part  of 
the  femur  are  most  often  involved.  The  humerus 
and  clavicle  seem  to  be  more  frequently  attacked 
than  the  bones  of  the  forearm. 

It  is  probable  that  the  local  condition  of  certain 
parts  of  some  of  the  bones  further  predisposes  them 
to  attack.  Thus,  the  anterior  surface  of  the  tilna  and 
that  part  of  the  femur  which  lies  in  the  popliteal 
space  owe  their  liability  to  acute  periostitis  to  the 
fact  that,  on  account  of  the  absence  of  all  muscular 
attachments,  they  are  much  less  vascular  and  le-ss 
protected  than  are  those  portions  of  the  same  bones, 
which  are  closely  covered  by  muscle.  In  some  cases 
many  bones  are  simultaneou.sly  affected. 

The  disease  commences  with  local  pain  and  .swell- 
ing. The  skin  at  first  is  not  implicated,  but  soon 
becomes  red  and  (edematous.  Constitutional  disturb- 
ance is  generally  marked,  the  temperature  runs  up 
to  103°  or  104°,  and  rigors,  vomiting,  or  convulsions 
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Fig. 
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may  occur.  The  local  swelling  increases,  and  spi'eads 
along  the  bone,  and  in  bad  cases  which  ai'e  not 
subjected  to  treatment  the  inflammation  may  extend 
over  the  whole  length  of  the  shaft.  Pyjemia  is  a  very 
common  complication,  for  the  inflammatory  exudation, 
being  under  considerable  pressure,  makes  its  way  into 
the  venous  channels  in  the  bone  ; 
and  as  these  channels  are  unable 
to  collapse  as  they  would  in 
the  soft  tissues,  the  septic  pus, 
mingled  with  blood-clot,  is 
especially  liable  to  mingle  with 
the  venous  current  and  to  be 
conveyed  to  the  lungs. 

An  examination  of  the  bone 
itself  wUl  reveal  the  following 
conditions  : — The  periosteum  and 
the  subjacent  bone  at  fii-st  show 
tlie  usual  vascularity  which  marks 
the  onset  of  inflammation.  Vei-y 
soon  there  is  exudation,  and  pus 
is  quickly  formed.  The  pus  infil- 
trates the  looser  and  more  cellular 
part  of  the  periosteum,  and  ex- 
tends from  it  into  the  soft  tissues. 
It  collects,  however,  in  the  great- 
est quantity  between  the  jserios- 
teum  and  the  bone,  for  here  there 
is  most  room  foi'  it,  and  the  peri- 
osteum is  thus  separated  fi'om 
the  shaft  to  a  vaiiable  extent. 
If  the    disease  progresses,  the 

stripping  up  of  the  periosteum  pm-ated  from  tho  sliaft 

may  extend  as  far  as  the  epiphy-  T'^''^ 
.,■1         .  •!  IX  T    ,T  .     .    tl"'  Kittor  has  uorrosod. 

sial  cartilage.     lieyond  this  it 

seldom  extends,  on  account  of  the  close  attachment 
of  the  periosteum  in  this  situation  ;  and,  for  the  same 
reason,  and  on  account  of  the  difficulty  the  effusion 
has  in  making  its  way  through  the  tough  periosteum. 


A  Tibia  from  a  uasu 
of  Acute  Periostitis.  'J'lio 
periosteum  Iras  beeu  se- 
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the  pus  may  extend  between  the  epijihysial  ciirtila<ie 
and  the  shaft,  and  may  thus  separate  the  one  from  the 
other. 

Meanwhile,  the  inflammatory  process  also  extends 
into  the  bone,  and  acute  osteitis  jirogresses  as  rapidly 
as  does  the  periosteal  inflammation. 

The  inflammation  usually  fails  to  reach  the  neigh- 
bouring joints,  partly  on  account  of  the  close  attach- 
ment of  the  periosteum  at  the  epijjhysis  already 
mentioned,  and  also  because  the  non-vascular  epiphy- 
sial ca,rtilage  offers  considerable  resistance  to  the 
extension  of  the  inflammatory  process.  Occasionally, 
however,  the  suppuration  does  involve  the  articulation, 
and  sets  up  in  it  a  most  acute  and  destructive  form  of 
suppurative  arthritis.  If  an  exit  is  not  provided  for 
the  pus,  the  latter  will  become  diffused  amongst  the 
muscles,  and  will  ultimately  make  its  way  through 
the  skin  by  numerous  apertures.  If  the  pus  be 
evacuated  early,  the  disease  may  be  cut  short,  and  in 
favourable  cases  the  bone  recovers  without  necrosis. 
The  extent  to  whieh  the  bone  dies  in  any  case  depends 
not  only  on  the  separation  of  the  periosteum,  and  the 
consequent  interference  with  the  blood-supply,  but 
also,  and  probably  to  a  far  greater  extent,  on  the 
inflammation  of  the  bone  itself.  Acute  osteitis  is  the 
most  fertile  cause  of  necrosis,  and  the  greater  the 
amount  of  bone  inflamed  the  more  extensive  will  be 
the  necrosis.  The  separation  of  the  dead  bone  from 
the  living,  and  the  formation  of  new  bone  occur  in  the 
manner  described  below. 

n-ECROSXS. 

Necrosis  of  bone  is  the  equivalent  of  gangrene  of 
the  soft  ijarts,  and,  like  the  latter,  it  arises  from 
interference  with  the  blood-suppl3^ 

Necrosis  most  frequent!}'  results  from  injuiy  ;nul 
acute  inflammation.  In  some  ctises  of  the  former 
the  periosteum  is  torn  away,  and  tlius  tlie  bone  is 
deprived  of  a  considerable  2>i"oportion  of  its  blood. 
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Such  an  injury  is  always  followed  by  a  certain  amount 
of  thrombosis  in  the  torn  blood-vessels,  and,  later  on, 
by  inflammation  of  the  damaged  tissues.  Both  of 
these  tend  to  further  interfere  with  the  circulation. 

In  acute  inflammation  of  any  part  of  the  body, 
there  is  a  tendency  to  the  compression  of  the  vessels 
by  the  inflammatory  exudation.  The  more  acute  the 
inflammation  the  greater  is  this  tendency,  and  the 
more  dense  and  unyielding  the  inflamed  structure 
the  greater  is  the  tension  of  the  extravasated  fluid. 

Fig  57. 


'TO 

Portion  of  a  Femur  from  a  Stump.  The  lower  incli  of 
the  bone  is  necrosed,  the  periosteum  and  tho  soft  tissues 
.are  quite  detached  from  it,  and  a  line  of  demarcation  has 
been  formed  between  the  dead  and  the  living  bone. 

In  bone,  the  exudation  is  poured  out  into  the 
cancellous  spaces  and  the  Haversian  canals,  and,  in 
cases  of  acute  osteitis,  the  blood-vessels  are  very 
quickly  compressed  by  the  pent-up  exudation.  In 
less  acute  cases,  where  the  process  of  exudation  is 
much  slower,  time  is  allowed  for  enlargement  of  the 
bony  canals  by  absorption  of  their  walls  by  the 
leucocytes,  and  thus  more  space  is  provided  for  the 
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exuded  fluid,  and  necrosis  does  not  result.  Again, 
necrosis  is  more  common  in  compact  than  in  can- 
cellous bone,  for  in  the  latter  there  is  more  room  for 
the  exudation,  and  consequently  there  is  less  tension. 

The  amount  of  bone  which  cUes  in  any  individual 
case  depends  chiefly  on  the  extent  of  the  osteitis,  or, 
in  cases  of  injury,  on  the  extent  of  separation  of 
the  surrounding  soft  parts.  In  many  instances  these 
two  causes  are  combined.  Thus,  in  compound  frac- 
tures the  bone  may  be  comminuted,  and  the  frag- 
ments almost  completely  separated  from  the  neigh- 
bouring tissues,  whilst,  on  account  of  the  extent  of  the 
injury,  the  resulting  inflammation  is  proportionately 
great.  When  the  periosteum  is  separated,  and  the 
superficial  bone  is  alone  injured,  a  thin  shell  of  bone 
may  alone  die,  whilst,  in  cases  of  difi"use  peiiostitis  and 
osteomyehtis,  either  the  whole  thickness  or  even  the 
whole  length  of  the  shaft  may  perish.  Necrosis  of 
Done  after  amputations  affords  another  example  of 
the  effect  of  injury.  In  these  cases  the  inflammation 
which  results  from  the  sawing,  and  often  from 
subsequent  septic  conditions,  causes  the  death  of  a 
ring  of  bone  which,  though  commonly  very  small,  is 
in  some  cases  an  inch  or  more  in  depth.  Under 
these  circumstances,  the  stump  refuses  to  heal,  for 
the  dead  bone  acts  as  a  foreign  body,  and,  if  an 
examination  is  made,  the  periosteum  will  be^  found 
detached  from  the  necrosed  extremity,  which  in  time 
is  separated  and  cast  off".    (Fig-  57-) 

Separation  of  the  dead  bone.— When  bone 
is  dead,  the  living  bone  in  contact  with  it  soon  shows 
signs  of  irritation.  It  becomes  the  seat  of  inflam- 
matory changes,  just  as  do  the  soft  tissues  in  a  case 
of  gangrene ;  the  inflammation  progresses  to  ulcera- 
tion, granulation  tissue  is  formed,  and  the  living  bone 
is  separated  from  the  dead  by  a  "line  of  demarcation." 
This  process  of  separation  is  necessarily  a  slow  one, 
and,  where  a  considerable  thickness  of  bone  has  to 
ulcerate  through,  many  months  may  elapse  before  the 
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process  is  complete.  So  long  as  the  necrosed  bone  is 
in  contact  with  the  granulations  of  the  neighbouiing 
healthy  bone,  it  is  in  part  destroyed  by  the  latter, 
and  is  eaten  out  and  deeply  pitted  by  the  destructive 
action  of  the  leucocytes.  Consequently,  if  a  piece  of 
dead  bone  be  examined,  its  under  surface  will  be  found 
rough  and  indented,  and  marked  by  numerous  little 
pits  or  depressions  which  were  once  occupied  by  granula- 
tions. (See  Fig.  58.)  The  surface  of  the  dead  bone 
is  non- vascular  and  is  usually  white,  but  occasionally, 
from  exposure  to  the  air,  it  becomes  blackened. 

Fig.  58. 


A  Ring  of  Necrosed  Boue  which  has  separated  from 
a  Stump. 

The  dead  portion  of  bone  when  se23ai'ated  from  the 
living  is  called  a  "  sequestrum,"  and  under  favourable 
circumstances  may  be  cast  off  from  the  body;  the 
ulcerated  surface  of  bone  left  behind  will  then 
heal.  If  the  necrosed  bone  is  quite  superficial,  the 
proce.ss  of  shedding  is  called  "  exfoliation."  This  is 
most  commonly  seen  in  the  bones  of  the  skull,  where 
destruction  of  the  pericranium  by  mechanical  injurie.s, 
or  by  burns,  often  results  in  death  of  the  outer  table 
alone,  the  inner  table  being  supplied  with  blood  from 
the  dura  mater. 

Formation  of  new  bone  and  inclusion  of 
the  sequestrum. — It  has  already  been  said  that 
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Fig.  59. 


1^ 


the  separation  of  the  dead  from  the  living  bone  is  the 
r&sult  of  an  inflammatory  process.  Now,  this  inflam- 
mation is  not  limited  to  the  immediate  neighbourhood 
of  the  necrosed  bone,  but  extends  over  a  considerable 

area.  The  living  bone  in 
contact  with  the  sequestrum 
su23pvirates,  but  the  osteitis 
set  up  around  is  less  acute, 
and  results  in  the  forma- 
tion of  new  bone.  The 
latter  is  formed  not  only 
by  interstitial  deposit,  but 
also,  and  probably  to  a  greater 
extent,  by  the  neighbouring 
periosteum  and  the  surround- 
ing soft  parts.  The  amount 
of  new  bone  formed  may  be 
very  great,  and  it  thus  hap- 
pens that,  by  the  time  the 
dead  bone  has  become  com- 
pletely separated  from  the 
living,  it  is  surrounded  by  a 
case  of  new  bone  of  consider- 
able thickness,  and  its  extru- 
sion or  exfoliation  is  prevented. 

This  formation  of  new  bone 
is  often  well  seen  in  cases 
of  acute  periostitis  where,  a 
considerable  length  of  the 
shaft  having  been  destroyed, 
the  sequestrum  becomes  sur- 
rounded by  a  sheath  of  new 
and  poi'ous  bone,  except  at 
one  oi'  two  places  where  dis- 
charging sinuses  open  through 
apertures  in  the  new  bone  on  to  the  skin  surface 
of  the  limb.  These  apertures  in  the  bony  sheath  are 
called  "  cloacte,"  and  occur  in  places  where  the  perios- 
teum has  been  previously  destroyed  by  .sloughing.  But, 
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A  Tibia,  showing  ne- 
crosis of  tlio  shaft  aud 
fonnatiou  of  periosteal 
jiow  bone. 
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although  such  a  replacement  of  dead  bone  by  newly 
formed  osseous  structure  is  often  most  useful  in  re- 
storing the  functions  of  the  part,  it  is  not  without  its 
disadvantages.  In  the  larger  number  of  cases  the 
sequestrum  becomes  so  much  shut  in  that  its  ex- 
trusion by  natural  means  is  impossible,  whilst,  so  long 
as  it  remains,  suppuration  is  kept  up,  chronic  osteitis 
and  periostitis  persist,  and  the  case  of  new  bone 
becomes  thicker  and  thicker.  In  cases  where  this 
thickenmg  occurs  at  the  articular  end  of  a  bone,  it 
may  be  so  extensive  as  ultimately  to  limit  the  move- 
ments of  the  joint,  and  the  latter  may  become 
anchylosed  by  an  extension  to  it  of  the  inflammatory 
changes  in  progress  in  the  parts  around.  It  is  evident, 
therefore,  that  it  is  advisable  to  remove  the  sequestrum 
as  soon  as  it  has  become  sufficiently  loose  ;  but  it  is  not 
well  to  anticipate  matters  by  artificially  separating  the 
dead  bone  from  the  living,  for  the  reasons  that,  until 
the  line  of  demarcation  appears,  it  is  not  possible  to 
be  sure  of  the  extent  of  the  necrosis,  and  that,  if  the 
dead  bone  be  removed,  the  formative  periostitis  will 
soon  cease,  and  the  production  of  new  bone  will  be 
arrested.  Where  large  portions  of  the  shaft-  have 
been  destroyed,  such  a  failure  to  form  new  bone  may 
result  in  the  permanent  impairment  of  the  functions 
of  the  limb. 

Perhaps  the  most  troublesome  cases  of  all  are  those 
of  central  necrosis — cases  which  depend  apparently  on 
a  limited  osteomyelitis — for  in  these  the  bone  which 
dies  is  that  which  bounds  the  medullary  canal,  and 
from  the  beginning  it  is  shut  in  by  the  superjacent 
compact  bone. 

Necrosis  without  suppuration. — Mr.  Morrant 
Baker  has  di^awn  attention  to  the  occasional  occur- 
rence of  necrosis  without  external  suppuration,  and 
the  subject  is  one  of  so  much  importance  that  it  is 
well  worthy  of  consideration. 

In  cases  of  this  kind  a  history  of  injury  may  or  may 
not  be  obtained,  and  the  attention  of  tlie  patient  is 
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attracted  by  a  swelling  on  a  limb,  which  increases  in 
size  with  some  rapidity,  and  as  often  as  not  is  painless, 
and  not  even  tender  when  examined.  The  superjacent 
skin  may  be  reddened,  but  is  sometimes  quite  natm-al. 
The  swelling  feels  firm  and  often  elastic.  The  accom- 
panying drawing  of  a  femur  is  from  a  case  of  this  kind. 
The  patient  was  a  lad  of  nineteen,  who  for  about 
three  months  had  noticed  such  a  swellin 


Fig. 


above  described 


as  I  have 
was  pain- 
less, and  incr-easing  in  size. 
The  case  was  diagnosed  as  either 
one  of  periosteal  sarcoma  or  of 
necrosis  without  suppuration, 
and  it  was  decided  to  make  an 
exploratory  incision  to  settle 
the  question.  This  accordingly 
was  done,  and  a  mass  of  soft, 
gelatinous  tissue  was  exposed, 
which,  in  the  opinion  of  those 
present,  was  of  a  sarcomatous 
nature.  Amputation  was  there- 
fore performed.  A  section 
of  the  bone  after  i-emoval 
showed  that  a  very  small  por- 
tion of  the  compact  tissue  of  the 
shaft  had  become  necrosed,  and 
that  it  had  been  subsequently 
shut  in  by  a  quantity  of  new- 
bone  formed  around.  Outside 
this  new  bone  was  a  mass  of 
fibrous  tissue  and  infiltrated 
muscle,  the  section  of  which 
had  simulated  that  of  a  sar- 
coma. The  size  of  the  swelling 
was  altogether  out  of  proportion 
to  the  amount  of  the  necrosis ; 
about  twenty  oi'  thirty  drops  of  pus  lay  nround  the 
sequestrum,  and  communicated  by  a  minute  aperture 
in  the  new  bone  Avith  a  tiny  cavity  in  the  inflamma- 
tory tissue. 


Section  of  a  Femur, 
sliowing  excessive  forma- 
tion of  uew  bono,  and 
tliiokoniug  of  the  soft  tis- 
sues around  a  small  so- 
quostrum. 
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This  case  well  illustrates  the  chief  difficulty  in  the 
diagnosis  of  this  form  of  necrosis,  for,  although  its 
true  nature  was  suspected,  even  a  free  incision  rather 
obscured  than  cleared  it  up.  _ 

In  addition  to  those  forms  of  necrosis  which  result 
from  injury,  or  from  inflammation  started  by  either 
mechanical  or  septic  agents,  it  is  necessary  to  ^allude 
to  the  necrosis  which  results  from  chemical  poisons. 
Of  these  there  are  but  two  whose  influence  is  of 
importance— mercury  and  phosphorus.    They  act  dif- 
ferently, for  the  former  causes  necrosis  through  its 
absorption  into  the  system,  whilst  phosphorus  acts 
locally  upon  the  jawbones  through  the  inhalation  of 
its  fumes  with  the  respii^ed  air.    The  efi"ect  of  mercury 
on  the  teeth  and  gums  is  well  known,  and  its  imphca- 
tion  of  the  jawbone  is  but  an  extension  of  the  same 
influence  to  deeper  structures.  With  very  rare  excep- 
tions, phosphorus,  when  taken  internally,  does  not 
cause  necrosis,  and  its  fumes  may  also  be  safely 
inhaled  if  the  teeth  are  in  a  sound  state.    If,  how- 
ever, there  is  dental  caries,  a  low  form  of  persistently 
spreading  osteitis  and  periostitis  is  started  which 
often  results  in  necrosis  of  considerable  portions  of 
the  maxillfe.    The  separation  of  the  sequestrum  and 
the  formation  of  new  bone  do  not  difier  from  similar 
processes  in  other  parts. 
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CHAPTER  XXXVI. 
DISEASES   or  S  O  K  E— (continued). 
SVPHXI.ZTZC  DISEASES  OF  BOITE. 

Disease  of  the  bones  is  one  of  the  commonest  mani- 
festations of  constitutional  syphilis,  and  may  occur 
either  early  or  late  in  the  course  of  this  affection.  In 
the  early  stage  of  secondary  syphiHs  pains  in  the 
bones,  which  are  worse  at  night,  are  of  frequent 
occurrence,  and,  although  actual  disease  is  not  always 
to  be  discovered  in  a  patient  with  these  symptoms, 
the  formation  of  nodes  is  very  common. 

A  node  is  a  localized  inflammatory  swelling  on  a 
bone.  The  commonest  situations  of  such  swellings  are 
the  long  bones,  especially  the  tibial,  and  the  bones 
of  the  skull.  A  section  of  a  node  exhibits  inflam- 
matoiy  exudation  into  and  beneath  the  periosteum, 
as  well  as  into  the  surface  layei's  of  the  bone  itself. 
In  a  large  number  of  instances  much  of  this  exudation 
is  subsequently  absorbed,  and  the  bone  is  restored  to 
its  natural  condition,  but  in  other  cases,  especially  if 
proper  treatment  be  not  adopted,  the  exudation 
undergoes  organisation,  first  into  fibrous  tissue,  and 
subsequently  into  bone,  and  a  so-called  "  hard  node  " 
is  formed.  The  new  bone  is  generally  rough  and 
porous,  like  new  bone  elsewhere. 

The  tendency  to  organisation,  however,  is  dependent 
both  upon  the  constitution  of  the  patient  and  also  on 
the  locality  of  the  node.  If  the  patient  be  otherwise 
healthy,  and  the  node  be  on  a  long  bone,  organisation  is 
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likely  to  ensue,  but  if  the  patient  be  broken  clown  in 
health,  and  especially  if  the  skull  be  the  seat  of  in- 
flammation, suppuration  is  liable  to  follow,  and  a  "  soft 
node  "  is  produced.  In  this  case  a  small  periosteal 
abscess  is  formed,  which,  when  opened,  is  found  to  be 
connected  with  a  carious  condition  of  the  subjacent 
bone,  and  indicates  that  there  has  been  a  localized  sup- 
purative periostitis  and  osteitis,  with  rarefaction  and 
partial  destruction  of  the  supei'ficial  layers  of  bone. 

But  whilst  nodes  are  of  common  occurrence,  they 
can  scarcely  be  reckoned  as  serious  lesions,  when 
we  consider  how  much  more  severely  the  bones  may 
sufter  in  syphilis.  For,  instead  of  there  being  but  one 
or  two  isolated  nodes,  the  whole  length  of  a  bone 
may  be  attacked  by  chronic  osteitis  and  periostitis, 
resulting  in  the  formation  of  new  bone,  deformity  of 
the  limb,  and  great  pain.  In  other  cases,  again,  this 
sclerosis  may  be  accompanied  by  caries  and  necrosis, 
and  discharging  abscesses  and  sinuses  may  tend  still 
further  to  damage  the  health  of  the  patient.  The 
necrosis  is  chiefly  caused  by  the  cutting  off"  of  the 
blood-svipply  by  the  pressure  of  the  inflammatory 
exudation,  but  is  also  attributed  by  some  authors 
to  the  ob.struction  to  the  circulation  which  is  caused 
by  the  sclerosis  of  the  surrounding  osseous  structure. 
It  is  difficult  to  exaggerate  the  extent  to  which  a  bone 
may  be  damaged ;  caries,  necrosis,  sclerosis,  and  for- 
mation of  stalactitic  periosteal  growths  may  so  alter 
it  as  to  render  it  almost  unrecognisable. 

It  is,  however,  in  the  bones  of  the  skull  and  face 
that  syphilis  is  seen  at  its  worst,  for  here  the  destruc- 
tive processes  far  outrun  those  which  cause  mei'e 
sclei-osis  and  osteophytic  growth.  Ulceration  extend- 
ing from  the  nasal  or  buccal  mucous  membrane  may 
implicate  the  hard  palate  and  the  bones  and  car- 
tilages of  the  nose.  Much  of  the  latter  organ  may 
be  destroyed,  and  perforation  of  the  palate  may  cause 
difficulty  in  swallowing,  with  tendency  to  the  return 
of  fluid  through  the  nostj-ils,  and  nasal  intonation  of 


298 


SYPHILITIC  CAEIES. 


the  voice.  Inflammation  of  the  middle  ear  may  cause 
necrosis  of  the  auditory  ossicles  and  of  the  temporal 
bone,  and  thus  produce  deafness,  or,  by  an  extension 
of  inflammation,  may  cause  meningitis  or  suppuration 
in  the  brain  itself. 

The  vault  of  the  skull  is  perhaps  the  favourite  seat 
of  syphilitic  inflammations.  Here  the  disease  may 
attack  either  the  inner  or  the  outer  table,  and  in  some 
cases  impUcates  both.    Caries  and  necrosis  go  hand  in 


Oalvaria  with  extensive  Syphilitic  Ulceratiuu.  The 
frontal  boue  is  perforated  iu  several  places. 

hand,  portions  of  bone  being  first  ulcerated,  and  then 
gradually  cut  off  from  their  vascular  supply  by  an 
extension  of  the  ulceration. 

Three  varieties  of  syphilitic  ulceration  of  the  skull 
have  been  described — the  annular,  the  tuberculated, 
and  the  reticulated.  In  the  annular  form  the  ulcer- 
ation commences  at  one  spot  and  spreads  eccentri- 
cally from  this  as  a  focus.  The  bone  becomes  worm- 
eaten  and  pitted,  a  circular  groove  is  then  formed 
around  it,  and  the  central  ulcerated  portion  is  separated 
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from  its  vascular  connections,  and  dies.  In  the  reti- 
culated variety  there  is  a  network  of  periosteal  new 
boue,  which  is  subsequently  destroyed  by  annular 
ulcers,  such  as  those  above  described.  In  the  tuber- 
culated  ulceration  there  is  first  the  formation  of 
raised,  rounded,  tubercular  nodules  of  new  bone,  and 
subsequently  an  ulceration  and  destruction  of  them._ 

These  varieties  of  ulceration  frequently  co-exist  in 
the  same  patient,  whilst  the  amount  of  necrosed 
bone  differs  much  in  different  cases.  The  meninges 
do  not  usually  become  inflamed,  and  the  brain  itself 
like-wise  escapes.  Such,  however,  is  not  always  the 
case,  for  death  may  ensue  from  suppurative  meningitis, 
due  to  an  extension  of  inflammation  from  the  carious 
bone.    (See  also  Congenital  Syphilis.) 

RHEUMATZC  AFrECTlOWS  OP  BOXTE. 

The  most  commonly  recognised  form  of  rheumatic 
disease  of  bone  is  a  chronic  periostitis,  with  thicken- 
ing, and  the  formation  of  so-called  "  rheumatic  nodes." 
These  nodes  are  usually  situated  upon  the  long  bones, 
and  are  frequently  indistinguishable  from  those  due 
to  syphilis.  They  never  suppurate,  however,  and  are 
sometimes  more  diffused  than  the  syphilitic  variety. 
The  affections  of  the  articular  ends  of  the  long  bones 
in  osteo-arthritis  will  be  described  in  the  chapters  on 
Diseases  of  the  J oints. 

OSTEITIS  DEFORMANS. 

This  is  a  form  of  very  chronic  inflammation  of 
bone  occurring  in  people  past  middle  age,  implicating 
many  bones,  and  accompanied  by  a  peculiar  softening 
and  bending  of  the  osseous  structure.  It  was  first 
described  by  Sir  James  Paget. 

The  bones  affected  by  this  disease  become  gradually 
thickened  by  the  deposit  of  new  bone  from  the  i^eri- 
osteum,  and  by  the  same  process  their  normal  outlines 
are  slowly  obliterated.  By  the  exudation  of  inflam- 
matory products  within  the  bone  the  osseous  sti  ucture 
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is  absorbed,  rarefied,  and  softened,  the  spaces  thus 
formed  being  filled  with  inflammatory  exudation.  Tlie 
whole  bone  becomes  greatly  increased  in  circum- 
ference, and,  on  section,  is  seen  to  be  much  thickened. 
In  some  cases  the  medullary  canal  is  increased  in 
size. 

In  consequence  of  the  softening  which  accompanies 
the  inflammatory  process  the  bones 
become  bent,  the  normal  cuives 
being  at  first  increased,  whilst,  after 
a  time,  fresh  curvatures  are  deve- 
loped. 

The  skull  is  increased  in  thick- 
ness, the  forehead  becomes  large  and 
prominent,  and  the  face  in  con- 
sequence appears  to  be  too  small  for 
the  cranium,  by  which  it  is  over- 
shadowed. The  clavicles  become 
much  curved  and  thickened.  The 
thorax  falls  in  on  account  of  the 
yielding  of  the  softened  ribs,  and 
the  abdomen  becomes  prominent. 
The  femora  curve  chiefly  outwards, 
and  the  tibite  forwards.  The  hume- 
rus does  not  curve  so  much  as  most 
of  the  long  bones,  but  the  radius  and 
ulna  curve  backwards.  In  conse- 
quence of  the  bending  of  the  bones 
of  the  lower  extremity,  and  of  the 
general  posteiior  curvature  which  is 
often  met  with  in  the  spine,  tlie 
Section  of  a  Tibia  of  the  patient  is  frequently 

from  a  case  of  Osteitis  diminished  by  several  inches.  Tlie 
Defo)-maus.  walk  is  tottering,  and  the  supjwrt 

of  a  stick  is  often  necessary.  The 
shouldei's  fall  foi'w;ird  over  the  chest,  and  the  head 
proti-udesin  a  very  peculiar  manner,  looking  as  though 
it  was  too  heavy  for  the  cervical  vertebra\  for  the  chin 
would  naturally  rest  upon  the  sternum,  and,  in  order 
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to  look  up,  the  patient  thrusts  it  out  so  that  the  face 
is  carried  on  a  plane  which  is  considerably  anterior  to 
that  of  the  body.  The  course  of  the  disease  is  slow, 
and  usually  extends  over  many  years.  A  fatal  ter- 
mination may  result  from  the  difficulty  of  respiration 
caused  by  the  softened  thoracic  wall. 

The  disease  has  no  known  cause,  and  no  remedial 
measures  of  any  importance  have  been  discovered.  It 
seldom  occurs  l^efore  the  age  of  forty,  and  is  most 
common  in  males.  It  has  been  associated  with  gout 
in  some  patients,  and  with  malignant  tumours  in 
others,  but  no  causative  relation  with  either  of  these 
has  been  established. 

IVIOIiIiZTXES  OSSZ1TIVX. 

Mollities  ossium  is  a  disease  in  which  there  is  a 
gradual  softening  and  subsequent  bending  of  the 
bones.  Many  parts  of  the  skeleton  are  usually  in- 
volved at  the  same  time,  and  the  diseased  condition 
affects  the  whole  of  the  bones  both  of  the  limbs  and 
of  the  trunk.  Women  of  middle  age  are  infinitely 
more  subject  to  mollities  than  are  men,  and  in  a 
large  number  of  cases  it  undoubtedly  commences 
during  pregnancy.  In  some  patients  mollities  is 
limited  to  the  pelvic  bones.  No  time  of  life  is 
altogether  exempt,  and  examples  have  been  recorded 
in  infants  as  well  as  in  extreme  old  age.  In  some 
few  cases  the  course  of  the  disease  has  been  arrested 
either  by  nature  or,  apjoarently,  by  treatment. 

An  examination  of  the  affected  bones  shows  a 
gradual  destruction  of  the  cancellous  tissue,  with  a 
corresponding  increase  in  the  medulla ;  the  destruction 
extends  to  the  compact  bone,  the  osseous  structure  is 
gradually  removed,  the  bone  T:)ecomes  soft  and  yielding, 
and,  but  little  of  its  animal  matrix  remaining,  it  is  in 
great  part  decalcified.  In  the  process  of  destruction 
there  is  no  sign  of  inflammation  or  of  new  growth  : 
the  bone  salts  appear  to  be  simply  dissolved  out.  An 
examination  of  the  medulla  shows,  in  some  cases,  an 
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increase  of  fat,  and  in  others  a  peculiar  gelatinous 
matter  which  is  chiefly  composed  of  oil,  fat,  and  dis- 
integrated blood-cells.  The  osteoclasts  which  are 
always  present  during  bone  destruction  from  any 
cause  are  here  also  increased  in  number. 

The  true  pathology  of  mollities  is  yet  obscure.  It 
has  been  attributed  to  an  excess  of  lactic  acid  in  the 
blood,  but  this  has  certainly  not  been  clearly  demon- 
strated. When  occurring  during  pregnancy,  it  has 
been  attributed  to  the  demand  by  the  fcetus  for  bone 
salts;  but  this  does  not  explain  the  cases  which 
occur  independently  of  pregnancy.  In  some  cases  the 
disease  has  been  associated  with  the  growth  of  malig- 
nant tumoui-s  in  other  parts  of  the  body,  and  it  has 
been  suggested  that  molUties  itself  is  nothing  more 
than  a  diffuse  tumour  growth.  Very  little  reflection 
is  required  to  dispose  of  this  theory.  Lastly,  mollities 
has  been  attributed  to  some  influence  of  the  nervous 
system,  but  what  it  is,  or  how  it  acts,  is  quite  obscure. 

RICKETS. 

Rickets  is  a  constitutional  disease  in  which  tlie 
bones  are  specially  liable  to  suffer ;  they  are  not  the 
only  tissues  diseased,  but,  on  account  of  the  very 
obvious  changes  that  occur  in  their  shape  and  structure, 
and  of  the  im^oortance  of  these  changes  in  the  further 
develojjment  of  the  body  and  limbs,  the  diseased  state 
of  the  bones  atti^acts  attention  rather  than  the  con- 
stitutional cachexia  and  the  visceral  disease  wiiicli 
accompany  it. 

Rickets  is  practically  never  congenital  (the  so-called 
cases  of  congenital  rickets  being  properly  referred  to 
sporadic  cretinism),  but  is  chiefly  due  to  bad  feeding, 
although  any  bad  hygienic  conditions,  such  as  over- 
crowding, deficient  ventilation,  d-c.,  undoubtedly  in- 
fluence its  development.  Under  the  head  of  bad  feeding 
is  to  be  included,  not  onlj^  deficient  quantities  of  food, 
but  the  ingestion  of  food  wliich  is  not  readilj'^  assimil- 
able, or  is  likely  to  set  up  gastric  or  intestinal  catarrli  ; 
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thus  the  feeding  of  young  infants  with  starchy  mate- 
rial, such  as  biscuits  and  bread,  is  extremely  harmful. 

Kickets  is  most  commonly  develoj)ed  during  the 
first  two  years  of  life,  but  may  occur  as  late  as  seven 
or  eight  years  of  age,  whilst  isolated  cases  are  recorded 
in  patients  of  twelve  or  fourteen.  Children  in  towns 
are  more  frequently  affected  than  are  those  in  the 
country,  and  for  obvious  reasons.  The  general  signs 
of  rickets,  independently  of  the  osseous  affections,  are 
briefly  as  follows  : — The  child  is  liable  to  attacks  of 
vomiting  and  of  diarrhoea,  its  food  evidently  causes 
dyspepsia,  and  the  abdomen  becomes  considerably 
swollen.  There  is  much  lassitude,  with  unwillingness 
for  exertion  and  impairment  of  muscular  power  and 
tenderness  of  the  limbs.  At  night  the  child  sweats 
much,  especially  about  the  head,  and  often  throws  off 
the  bedclothes.  The  teeth  are  late  in  being  cut,  and 
the  anterior  fontanelle  remains  open  for  an  undue 
length  of  time.  The  liver,  spleen,  and  lymphatic 
glands  may  become  enlarged,  and  laryngismus  stridu- 
lus or  bronchitis  may  occur  as  comj^lications. 

As  regards  the  bones,  the  following  changes  may  be 
noticed  : — The  long  bones  become  excessively  curved, 
the  bending  being  at  first  due  to  an  exaggei-ation  of 
the  normal  curves,  although,  later  on,  secondary 
curves  are  developed.  The  articular  ends  of  the  loner 
bones  become  swollen  at  the  line  of  junction  of  the 
diaphyses  with  the  epiphysial  cartilages,  whilst  similar 
swellings  developing  at  the  sternal  extremities  of  the 
ribs  produce  the  so-called  "beads"  on  the  latter 
bones.  On  account  of  its  softened  state,  the  thoracic 
wall  fails  to  resist  the  negative  pressure  established 
withm  the  thorax  during  the  act  of  inspiration,  and 
its  upper  part  becomes  compressed  against  the  yield- 
ing lungs;  the  lower  portion  of  the  thorax  is  not  thus 
driven  m,  being  supported  by  the  solid  liver  and 
spleen  and  the  other  abdominal  viscera.  The  spine 
becomes  more  curved  than  natural,  and  in  some  cases 
a  general  posterior  curve  takes  the  place  of  the  normal 
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sinuous  outline.  The  head  is  enlarged,  and  the  fore- 
head especially  is  bulging  and  prominent. 

The  iliac  crests  are  turned  out  and  the  pehds  is 
either  compressed  in  an  antero-posterior  direction  by 
the  wei£;ht  of  the  body  being  transmitted  through  the 
spine  and  the  sacrum  when  the  patient  occupies  a 
sitting  posture,  or  else  is  flattened  from  side  to  side  by 
the  pressure  of  the  heads  of  the  femora  when  the 
patient  is  supported  on  the  lower  extremities.  Thus, 
the  former  deformity  is  more  common  when  the  disease 
affects  children  unable  to  walk  ;  the  latter,  when 
older  patients  are  attacked. 

Rachitic  children  are  generally  undersized,  though 
they  may  be  fat  and  flabby,  and  in  bad  cases  the 
bone  disease  appears  to  act  as  a  deterrent  to  future 
healthy  growiih,  for  a  patient  who  has  suffered  severely 
from  rickets  seldom  attains  middle  height.  In  conse- 
quence of  the  softened  state  of  the  bones,  greenstick 
fractures  are  not  uncommon. 

An  examination  of  the  bones  themselves  after 
removal  from  the  body  shows  that  the  osseous 
lesions  above  described  are  due  to  an  imperfection  in 
the  calcification  of  the  growing  bone,  and  that,  whilst 
the  removal  of  old  bone  and  the  formation  of  the 
animal  matrix  for  the  new  bone  both  proceed  nor- 
mally, it  is  in  the  failure  of  deposit  of  calcareous  salts 
in  this  matrix  that  the  real  osseous  defect  in  rickets 
exists.  There  is  not,  on  the  one  hand,  an  increased 
absorption  of  bone,  nor  is  there,  on  the  other,  an  in- 
creased preparation  for  ossification. 

In  the  normal  increase  of  a  bone  in  thickness  the 
more  central  portions  of  the  cancellous  structure  are 
gradually  removed  by  absorption,  so  that  the  medul- 
fary  canal  slowly,  but  constantly,  increases  in  size. 
And  in  a  healthy  bone,  just  as  fast  as  this  hollowing 
out  proo-resses  within,  so  fast  is  new  bone  laid  down 
by  the  surrounding  periosteum,  the  proper  proportions 
of  the  compact  bone  and  of  the  medullary  canal  being 
thus  maintained.    Now,  in  rickets,  the  former  part  of 
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this  process  progresses  quite  naturally.  The  shaft  is 
hollowed  out  from  within  in  a  perfectly  normal  manner. 
It  is  the  formation  of  new  bone  from  the  periosteum 
that  fails,  and,  as  the  old  bone  is  gradually  removed, 
layer  on  layei'  of  the  animal  matrix  of  the  new  bone  is 
certaiialy  formed  from  the  periosteum,  but,  being  only 
imperfectly  calcified,  the  shaft  comes  to  be  gradually 
formed  of  soft  unresisting  bone,  and  consequently 


Sc.  hon  through  the  Lme  of  Ossification  of  a  Eachitic 
,  I  'n  '"or'"^  tlie  irregularity  of  the  rows  of  cartilage 
'  oils  and  the  imperfect  calcification.    (Zeiss,  A.) 

becomes  curved  and  deformed.  It  is  seldom  that  all 
attemp  s  at  calcification  are  entirely  absent :  there  is 
generally  some  _  attempt,  however  slight,  and  the 
esu  t  of  his  is  the  formation  of  an  imperfectly 
develope<l  bone  from  the  periosteum,  to  which  the 
name  of  ••  osteoid  tissue  "  has  been  given. 

At  the  epiphysial  ends  changes  of  a  precisely  analo- 
gous nature  are  found  ;  here  also  there  is  gi-owth  witli 
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imperfect  calcification.    The  epiphysial  cartilage  in  a 
normal  bone  is  continually  growing,  but  just  as  fast 
as  it  grows,  so  fast  does  calcification  extend  into  it 
from  the  diaphysis,  and  thus  the  cartilage  itself  never 
exceeds  cei-tain  limits  of  size.    Now,  in  rickets,  the 
growth  of  the  cartilage  progresses  just  as  it  does  in 
a  normal  bone,  but  calcification  is  slow  and  imperfect. 
It  thus  happens  that  in  a  section  of  a  rachitic  bone 
the  epiphysial  cartilage  is  found  to  be  considerably  in 
excess  of  that  which  is  natural.    Yet  here  also,  as  in 
the  case  of  the  formation  of  new  bone  from  the  peri- 
osteum, calcification  is  not  absent,  but  only  incom- 
plete ;  consequently,  the  line  of  ossification,  instead 
of  being  regular  and  even,  becomes  irregular  and 
jagged ;  islands  of  calcareous  material  are  found  in  the 
enlarged  epiphysial  cartilage,  and  portions  of  unal- 
tered cartilage  are  left  behind  in  the  most  recently 
formed  new  bone.    Microscopical  examination  shows 
great  irregularity  in  the  rows  of  cartilage  cells,  and 
imperfectly  formed  bone.    (See  Fig.  63.) 

The  swellings  at  the  junctions  of  the  epiphyses 
with  the  shafts  are  now  readily  explained.  The  im- 
perfectly formed  new  bone  is  softer  than  natural,  and, 
being  compressed  between  the  epiphysis  on  the  one 
hand  and  the  diaphysis  on  the  other,  it  bulges  at  the 
circumference,  as  would  any  other  soft  and  jdelding 
structure. 

By  most  writers  on  the  subject  it  is  stated  that  in 
rickets  there  is  "  increased  preparation  for  the  forma- 
tion of  new  bone,"  i.e.,  increased  growth  of  the  epi- 
physial cartilage,  and  the  increased  width  of  the' latter 
in  rickets  is  by  such  observers  considered  to  be  the 
result  of  the  increased  growth,  and  not,  as  is  above 
described,  of  delayed  calcification.  The  question  is 
one  which  is  a  little  difficult  to  settle  definitely,  but 
it  is  on  the  face  of  it  highly  improbable  that  n  disease 
which  results  from  malnutrition  would  cause  increased 
o-rowth  of  any  tissue.  As  a  matter  of  fact,  also,  the 
bones  of  sucli  patients,  instead  of  being  longer,  as 
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tliey  would  be  if  ?ihej^^)f^|_jaef^  gfe^v^bnormally  fast, 
are  shorter  than  naturTll;  -aTtTf^i^  is  well  known  that 
rickety  children  are  usually  ill-developed  and  stunted. 

In  exceptional  cases  the  bones  in  rickets  undergo 
further  change,  and,  becoming  greatly  increased  in 
thickness,  lose  much  of  their  natural  shape.  This, 
again,  is  considered  to  be  the  result  of  a  tendency  to 
increased  growth,  but  should,  in  my  opinion,  be  looked 
upon  rather  as  the  result  of  the  rickets  than  as  an 
essential  part  of  the  morbid  process.  The  thickening 
is  probably  of  the  nature  of  a  compensative  hyper- 
trophy, and  is  designed  to  support  the  weak  and 
yielding  bone,  whilst,  on  account  of  the  rachitic  con- 
dition of  the  patient,  all  the  new  osseous  tissue  thus 
formed  is  porous  and  spongy,  as  already  described. 

After  rickets  has  ceased,  the  bones  commonly  be- 
come denser  than  natural,  and  growth  is  often  arrested 
at  an  earlier  age  than  usual.  When  the  bone  has 
been  curved,  it  is  especially  thickened  on  the  side  of  the 
concavity — a  condition  which  evidently  strengthens  it 
and  tends  to  prevent  the  curve  from  increasing. 

Scurvy  rickets.— This  name  has  been  given  to  a 
disease  which,  like  rickets,  arises  from  bad  feeding, 
and  is  often  associated  with  the  latter  affection.  It  is 
characterized  by  effusion  of  Ijlood  beneath  the  perios- 
teum of  one  or  many  of  the  bones,  together  with 
hasmorrhagic  extravasations  in  the  soft  tissues,  spongy 
gums,  and  purpuric  eruptions.  The  bones  of  the  lower 
extremity  are  more  frequently  affected  than  are  those 
of  the  upper,  and  the  effusions  of  blood  are  most 
common  at  the  junctions  of  the  diaphyses  with  the 
epiphysial  cartilages ;  in  some  cases  separation  of  an 
epiphysis  occurs. 

The  swellings  caused  by  the  ha>morrhage  are  quite 
unsymmetrical,  and  vary  much  in  size  from  time  to 
time,  the  disinclination  to  use  the  limbs  is  much  more 
noticeable  than  in  rickets,  and  there  is  frequently 
much  pain  and  tenderness.  The  disease  is  not  uncom- 
monly fatal,  and  an  examination  of  the  bones  after 
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death  sometimes  shovrs  that  the  sub-periosteal  hsemor- 
rhage  has  been  very  extensive.  Notwithstanding  the 
separation  of  the  periosteum,  necrosis  never  ensues.* 

FfETAI.    RICKETS— SPORABXC  CRETXM-ZSIMt. 

Rickets  is  never  a  congenital  disease,  but  the  name 
of  "  foetal  rickets  "  has  heen  introduced  to  indicate  a 
condition  of  the  skeleton  which  bears  a  superficial 
resemblance  to  true  rickets.    Infants  and  children 


Fig.  64.  Fig.  65. 


A  Sporadic  Cretin,  aged  iiino  years. 

the  subjects  of  the  disease  in  question  are  of  stunted 
growth,  with  large  heads,  short  and  curved  limbs, 
thick  fat  necks,  and  imperfect  mental  development. 
As  they  grow  up,  the  face  becomes  broad  and  flat, 
the  nose  flat  and  tliick,  the  lips  heavy  and  pouting,  and 
the  expression  dull  and  heavy.  Puberty  occurs  very 
«  See  a  paper  by  Dr.  Barlow  in  "Trans.  JU-d.  Ohir.  Soc."  vol. 
Ixvi. 
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late,  and  the  sexual  organs  often  remain  permanently 
undeveloped — a  patient  of  tive-and-twenty  or  thirty 
frequently  looks  no  more  than  eight  or  ten  years  of 
age,  whilst  his  cerebral  functions  are  usually  still  less 
developed  than  is  his  body ;  many  of  these  people  are 
idiots.  In  some  cases  the  thyroid  gland  is  enlarged, 
in  others  it  is  absent,  in  others  again  it  appears  to  be 
normal.  The  supra-clavicular  fossae  are  often  occupied 
by  difiused  fatty  gi'owths.  On  account  of  the  resem- 
blance of  the  patients  who  are  the  subject  of  this  dis- 
ease to  the  cretins  of  Switzerland  and  Italy,  the  name 
of  "  sporadic  cretinism  "  has  been  applied  to  this  class 
of  cases. 

An  examination  of  the  skeleton  shows  the  following 
changes  ; — The  base  of  the  skull  is  often  short,  and 
the  basi-occipital  and  basi-sphenoid  bones  may  be  pre- 
maturely united ;  the  vault  of  the  skull  is  fully 
developed,  and  there  is  sometimes  hydrocephalus. 
The  clavicles  (which,  hke  the  vault  of  the  skull,  are 
formed  in  membrane)  are  of  normal  length,  as  is  also 
the  vertebral  column.  The  diaphyses  of  the  bones  of 
the  extremities  are 'very  shoit,  thick,  and  curved:  in 
some  cases  they  are  only  represented  by  most  minute 
portions  of  bone.  The  epiphyses  are  large  and  well 
formed.  The  sternal  extremities  of  the  ribs  terminate 
in  cup-shaped  cavities,  which  surround  the  ends  of  their 
corresponding  cartilages. 

Microscopical  examination  shows  an  ingrowth  of 
fibrous  tissue  between  the  epiphysial  cartilage  and  the 
diaphysis,  combined  with  the  almost  complete  absence 
of  all  attempts  at  ossification.  The  true  pathology 
of  sporadic  cretinism  is  uncertain,  though,  reasoning 
by  analogy,  it  appears  probable  that  it  is  dependent 
jipon  some  alteration  in  the  functions  of  the  thyroid 
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CHAPTER  XXXVII. 
TUMOURS    OF  BONE. 
EXOSTOSES. 

Exostoses,  or  osteomata,  are  the  most  common  tumoxirs 
of  bones.  There  are  two  chief  vai-ities  of  such 
growths — cancellous  and  ivory. 

Cancellous  exostoses  are  composed  of  cancellous 
tissue  exactly  similai-  in  structui'e  to  that  which  forms 

Fig.  66. 


Sectiou  of  .-i  Ciiui'olloiis  Exostosis,  covered  with 
Cai'tilagp,  from  the  Femur. 

the  articular  ends  of  the  long  bones.  They  occur 
almost  invariably  in  youug  people,  and  are  most 
commonly  seen  on  the  ungual  phalanx  of  the  great 
toe  or  at  the  articular  ends  of  the  long  bones,  especially 
on  the  lower  and  inner  side  of  the  femur  just  by  the 
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adductor  tubercle,  and  on  the  upper  end  of  the  tibia. 
They  appear  to  grow  from  portions  of  the  epiphysial 
cartilage  which  have  failed  to  become  ossified,  and 
which  subsequently  take  on  active  and  independent 
growth.  A  section  of  a  cancellous  exostosis  will 
always  show  a  covering  of  cartilage,  and  micro- 
scopical examination  will  reveal  the  formation  of 
new  bone  in  progress,  just  as  does  a  section  throvigh 
an  epiphysial  cartQage. 

Cancellous  exostoses  seldom  attain  any  considerable 
size,  being  most  commonly  about  as  large  as  a  walnut. 
They  usually  cease  to  grow  at  the  time  when  the 
epiphysis  is  united  to  the  shaft — a  point  which  is 
worth  remembering  when  considering  the  advisability 
of  removal.  They  are  often  attached  to  the  bone  by 
a  distinct  pedicle,  and,  especially  when  they  have  been 
subjected  to  pressure  or  friction,  may  be  covered  by 
a  bursa,  which  may  render  their  hardness  less  evident 
than  would  otherwise  be  the  case.  Occasionally,  these 
bursfe  are  in  direct  communication  with  the  neighbour- 
ing articulation. 

Cancellous  exostoses  are  sometimes  multiple,  and 
as  many  as  one  hundred  or  more  have  been  known  to 
occur  on  a  single  individual.  These  multiple  exos- 
toses are  freqiiently  hereditary,  and  are  often  found 
in  several  members  of  the  same  family.  In  their 
structure  and  mode  of  growth,  as  well  as  in  their 
preference  for  the  articular  ends  of  long  bones,  they 
do  not  differ  from  the  single  exostoses. 

Ivory  exostoses  are  composed  of  compact  bone 
of  more  than  usual  density,  with  fewer  Haversian 
spaces  and  canaliculi  than  are  present  in  normal  bone. 
Like  the  cancellous  growths,  they  are  most  common 
in  young  people,  but  occur  also  in  middle  age.  The 
most  visual  situation  for  such  tumours  is  the  cranium, 
but  they  are  also  found  on  the  bones  of  the  face  and 
on  the  ilium  and  scapvila.  They  are  usually  single 
and  small,  often  not  larger  than  a  hazel-nut.  They 
are  in  no  way   dangerous  to  life,  but,  from  their 
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situation,  may  be  the  soui^ce  of  inuch  inconvenience, 
and,  when  growing  from  the  bones  of  the  orbit,  may 
cause  so  much  pressure  on  the  eyeball  as  to  seriously 
interfere  with  the  sight,  or  even  to  destroy  the  eyeball 
itself.  So  great  is  the  density  and  hardness  of  the 
bone  of  which  they  are  composed  that  in  some  cases 
all  attempts  at  removal  by  bone  forceps  or  saws  have 
been  frustrated. 

The  special  forms  of  osteomata  which  grow  in  the 
jaws  are  described  under  "Tumours  of  the  Jaw- 
bones." 

EM-CHOiri>ROI»I.a. 

Cartilaginous  tumours  grow  almost  exclusively  on 
the  bones  of  the  hand,  and  much  more  rarely  on  those 
of  the  foot  and  on  the  ribs.  Pure  enchondromata 
also  occur  at  the  articular  ends  of  the  long  bones  of 
the  lower  extremity,  but  most  of  the  cartilaginous 
growths  in  these  situations  are  mixed  with  sarcoma- 
tous elements,  and  should  be  classed 
amongst  the  malignant  tumours. 

Enchondromata  of  the  hand  aie 
frequently  multiple,  and  grow  on  the 
phalanges  more  often  than  on  the 
metacarpal  bones.  In  bad  cases,  the 
hand  is  completely  disligured  and 
useless.  The  growth  commences  in- 
side the  affected  bone,  and  expands 
the  compact  tissues  so  as  to  form  a 
bony  shell.  Unless  the  tumour  is 
of  unusual  size,  it  can  be  enucleated 
without  sacrifice  of  the  entire  bone. 

The  cartilage  of  which  these  tu- 
mours is  composed  is  almost  alwaj-s 
byaline,  but  not  infrequently  the  matrix  shows  in 
parts  traces  of  fibrillation.  Neither  ossification  nor 
calcification  is  frequent. 


Fig.  67. 


Euclioudroma  of 
Fiusrer. 


PXBROIVIA. 

Fibrous  tumours  of  bone  are  of  limited  distribution, 


SARCOMA. 


and,  indeed,  appear  to  be  almost  confined  to  the 
nasal  and  buccal  cavities.  Jn  the  former  they  occur  as 
fibrous  polypi,  and  in  the  latter  as  fibrous  epulides. 
They  spring  from  the  periosteum  in  all  cases,  and  are 
of  an  innocent  nature. 

CYSTS. 

Cysts  containing  serous  fluid,  such  as  are  met  with 
in  the  soft  tissues,  are  not  found  in  bone,  whilst 
mucous  cysts,  and  others  which  occur  in  the  maxillae, 
are  dealt  with  under  "Tumours  of  the  Jawbones." 
The  only  other  fluid  tumours  met  with  in  bone  are  of 
a  jDarasitic  nature,  and  contain  hydatids.  Cysts  of  this 
nature  may  attain  a  considerable  size,  expand  the  bone, 
and  lead  to  its  fracture.  Their  intimate  structure 
does  not  differ  from  that  of  hydatids  in  other  parts 
of  the  body.  Secondary,  or  degeneration  cysts,  are 
common  in  the  endosteal  sarcomata. 

SAJLCOWIA. 

Sarcoma  is  the  only  form  of  malignant  tumour 
which  occurs  primarily  in  bone.  Carcinoma  cannot 
originate  in  osseous  tissue,  for  its  growth  always  com- 
mences in  pre-existing  epithelium. 

Speaking  generally,  sarcoma  of  bone  may  be  said  to 
be  a  disease  of  early  life,  though  not  of  infancy.  By 
far  the  larger  number  of  cases  occur  between  the  ages 
of  fifteen  and  thirty,  though  examples  are  to  be  found 
in  patients  both  older  and  younger  than  these  limits. 

Sarcomata  are  most  conveniently  divided  into  two 
main  classe.s — those  which  grow  outside  the  bone,  or 
sub-periosteal  sarcomata,  and  those  which  grow 
within,  or  endosteal  sarcomata.  The  growth  in 
either  case  may  be  composed  of  round,  spindle,  or 
mixed  cells,  whilst  in  the  endosteal  sarcomata,  and  very 
I'arely  in  the  pcrio.steal  ones,  myeloid  or  giant  cells 
are  found.  In  all  the  varieties,  chondrification,  ossi- 
fication, and  calcification  may  occur,  and  thus,  much 
of  the  growth  may  be  composed  of  cartilnge,  bone,  or 
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Fig.  68. 


calcareous  material.  Such  an  alteration  in  structure 
does  not  affect  the  clinical  character  of  the  tumour  or 
modify  its  malignancy,  but  the  secondary  gi'owths,  if 
such  be  present,  will  closely  simulate  the  primary 
tumour. 

Some  bones  are  much  more  frequently  diseased 

than  are  others,  those  most 
commonly  affected  being  the 
femur,  tibia,  humerus,  the 
bones  of  the  skull,  and  the 
lower  jaw. 

The  sub-periosteal  sar- 
comata originate  in  the  peri- 
osteum, and  separate  it  from 
the  subjacent  bone.  As  they 
increase  in  size,  they  extend 
through  the  periosteum  and 
infiltrate  the  surrounding  soft 
tissues,  and,  in  addition,  grow 
into  the  bone  itself,  and 
develop  in  the  osseous  struc- 
ture even  more  rapidly  than 
they  do  in  the  superjacent 
parts.  They  almost  always 
occur  at  the  articular  ends, 
but  in  the  humerus,  and  to  a 
less  extent  in  the  radius  and 
ulna,  exhibit  a  tendency  to 
Section  of  tLe  Lower  Half  afiect  the  shaft.    They  present 

themselves  clinically  as  firm, 
elastic  growths  on  one  aspect 
traced,  bat  the  caucellous  of  the  boiie,  not  expanding  it, 
tissue  and  tbe  medulla  have  ^^^^  ^^-^^g  covered  by  a 

bony  shell  jtheir  baseof  attach- 
ment is  large,  and  frequently 
osseous ;  the  diseased  bone  may  spontaneously  fracture. 
The  skin  is  often  red,  shiny,  hot,  and  tender  ;  there 
may  be  effusion  into  the  neighbouring  joint,  and 
the  body  temperature  may  be  considerably  elevated. 


of  a  Femur  with  a  Peri- 
osteal Sarcoma.  The  out- 
line of  the  shaft  can  still  be 


been  iuliltratctl 
growtli. 


by  the 


SUB-PEKIOSTEAL  SARCOMA. 


The  rapidity  of  gxowth  differs  in  different  cases, 
being  generally  more  rapid  in  the  round-celled 
tumours  than  in  those  which  are  composed  of  spindle 
cells,  and  whose  stroma  is  often  fibrous.  If  no 
operation  be  performed,  the  patient  may  die  of  the 
cachexia  induced  by  the  growth,  or  of  secondary 
tumours  in  the  viscera,  especially  in  the  lungs.  If 
amputation  of  the  limb  be  performed,  the  growth  is 
exceedingly  likely  to  recur,  although,  if  the  bone  at 
the  seat  of  section  is  healthy,  recurrence  is  not  fre- 
quent in  the  stump.  The  superficial  lymphatic  glands 
— e.g.,  those  in  the  inguinal  region — often  remain 
free  from  disease  throughout ;  but  the  deeper  ones — 
e.g.,  those  along  the  iliac  vessels,  or  in  the  lumbar 
I'egion — are  somewhat  more  liable  to  be  implicated  by 
the  secondary  tumours.  In  some  cases  the  viscera  are 
largely  involved. 

An  examination  of  the  diseased  limb  will  show  a 
growth  which  infiltrates,  but  does  not  expand,  the 
bone,  and  which  is  in  no  way  limited  by  a  capsule. 
The  remains  of  the  periosteum  can  often  be  traced, 
but  in  tumours  of  considerable  size  it  becomes  indis- 
tingviishable.  The  growth  itself  may  either  be  a  soft, 
pulpy,  ha^morrhagic  mass,  or  a  gelatinous,  opalescent, 
fleshy,  and  somewhat  lobulated  tumour ;  more  rarely, 
it  is  fibrous  on  section.  Mingled  with  the  tumour 
is  a  variable  amount  of  cartilage,  bone,  or  calcareous 
matter.  The  bone  is  arranged  in  the  form  of  delicate 
spiculte  or  needles,  standing  out  at  right  angles  from 
the  diseased  shaft  or  articular  end  ;  this  structure  is 
best  seen  in  macerated  specimens,  and  is  produced  b}' 
the  tendency  to  the  formation  of  bone  around  the  blood- 
vessels as  they  pass  inwards  from  the  periosteum. 

Endosteal  or  central  sarcomata  grow  almost 
invariably  in  the  cancellous  tissue  of  the  articular 
extremities  of  the  long  bones,  and  haixlly  ever  in 
the  shafts.  They  are  common  also  in  the  jawbones, 
and  are  met  with,  though  less  fi'equently,  in  those  of 
the  skull,  carpus,  and  tarsus.    Commencing  in  the 
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cancellous  tissue,  they  soon  extend  into  and  infiltrate 
the  compact  bone,  and  gradually  expand  it,  and  alter 
Its  shape.  The  thinned  and  expanded  bone  covers  the 
growth  like  a  shell,  whilst  from  the  periosteum  new 
bone  may  be  produced  to  supply  the  place  of  that  which 
is  destroyed.  Spontaneous  fracture  may  occur  in 
consequence  of  the  weakening  of  the  bone.  As  the 
tumour  increases,  it  bursts  through  its  osseous  capsule 
m  places,  and  infiltrates  the  soft  tissues.  The  articular 


Fig.  69. 


Section  of  the  Head  of 


cartilage  ofiers  a  stubborn 
resistance  to  its  progress,  and 
is  .seldom  involved  in  the 
growth,  although  the  latter 
may  push  it  aside  and  reach 
the  articular  cavity,  Endos- 
teal sarcomata  are  of  very 
variable  consistence,  and  ex- 
hibit a  great  tendency  to 
break  down  in  their  centres 
and  form  cystic  cavities, 
which  occasionally  communi- 
cate directly  with  large  blood- 
vessels, and  are  full  of  blood 
and  tumour  debris.  The 
myeloid  sarcomata  are  of  a 
dark-red  or  maroon  colour, 
and  are  more  liable  than 
the  others  to  develop  cystic 
cavities. 

Endosteal  sarcomata  pre- 

as 


has  beeu  ex-  sent  themselves  clinically 


Tibia,  which 

panded  hy  the  p;i-owth  of  an  „,.„,„i.i,„  „  t      xi  1 

endosteal,  myeloid  sarcoma,  gi'owths  expanding  the  bone 

and  not  appearing  on  one 
.side  alone,  as  do  the  periosteal 


Tlie  tumour  has  broken  dowu 
and  formed  cysts. 

tumours.  They  are  covered 
by  a  bony  shell,  which  sometimes  yields  to  i)re.'^- 
sure,  and  bulges  or  crackles  beneath  the  finger ; 
occasionally,  pulsation  is  produced  by  the  communica- 
tion between  the  vessels  and  the  cysts.    The  growth 
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of  endosteal  sarcomata  varies  in  rapidity,  the  mye- 
loid tumours  growing  most  slowly  and  the  round- 
celled  ones  most  rapidly.  If  no  treatment  is  adopted, 
the  patient  may  die  either  of  the  cachexia  induced  by 
the  disease,  or  else  from  dissemination  of  the  tumour. 
Glandular  affection  is  rare.  If  completely  removed 
by  amputation  or  otherwise,  myeloid  sarcomata  fre- 
quently do  not  recur  either  locally  or  elsewhere,  and 
the  tendency  to  recurrence  and  dissemination  of  all 
endosteal  gro\vths  is  much  less  than  is  that  of  the 
periosteal  sarcomata. 

Blood  cysts  in  boiie — Most  of  the  swellings 
of  Ijone  which  on  section  are  found  to  contain  blood, 
are  really  myeloid  sarcomata  which  have  broken  down, 
and  the  vast  majority  of  the  so-called  "  aneurysms"  of 
bone  of  the  older  writers  undoubtedly  belong  to  this 
class.  Nevertheless,  there  are  a  few  exceptional  and 
rare  cases  in  which  simple  blood  C3^sts,  quite  innocent 
in  their  nature,  develop  in  bone,  and  appear  to  consist 
of  numerous  thin-walled  blood-vessels  with  a  little 
surrounding  connective  tissue.  Thus,  I  have  seen 
a  tumour  which  expanded  the  head  of  the  tibia,  and 
snnulated  a  myeloid  sarcoma,  which  on  being  opened 
was  found  to  contain  merely  blood  and  clot.  The 
cavity  was  subsequently  gradually  filled  with  granula- 
tion tissue,  and  now,  two  years  later,  there  is  no  sio-n 
of  any  gi-owth.*  ^ 

TunroTTRs  or  the  ja-wbobtes. 

Tumours  of  the  jawbones  possess  so  many  dis- 
tinctive features  that  they  merit  separate  description 
iliese  distinctive  characters  depend  imrtly  on  the 
proxnnity  of  the  neighbouring  mucous  catties,  and 
part  y  also  on  the  presence  of  the  teeth  and  of  the 
tootal  structures  from  which  the  lat.ter  originate 

disTl^r"!  r^^""  *f  ™  ""l'"^^"  ^^^"^^  'H^plied  without 
distinction  to  any  tumour  which  grows  upon  the  gum, 
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but  is  best  limited  to  the  "  hard  fibromata "  which 
are  common  in  this  situation.  The  common  fibrous 
epuhs  usually  occurs  in  young  people.  It  presents 
itself  as  a  rounded,  slightly  pedunculated  growth, 
seldom  larger  than  a  hazel-nut,  and  often  smaller.  It 
does  not  bleed  except  when  it  is  ulcerated,  and  gives 
but  little  pain.  Such  tumours  grow  from  the  peri- 
osteum, and  are  occasionally  attached  to  the  fang  of  a 
tooth.  Even  when  not  so  attached,  their  deeper  part 
often  extends  into  the  neighbouring  alveolus,  and  con- 
sequently their  complete  removal  generally  necessitates 
the  extraction  of  a  tooth  and  the  excision  of  a  portion 
of  the  alveolar  margin. 

The  so-called  "  diffuse  epulis  "  is  merely  a  general 
thickening  and  hypertrophy  of  the  tissue  of  the  gum. 

Sarcoma. — Myeloid  sarcomata  are  often  included 
amongst  the  epulides  under  the  name  of  "  myeloid 
epulis."  They  possess  the  characters  common  to  en- 
dosteal sarcomata  in  other  situations — growing  ^vitllin 
and  expanding  the  jawbones,  pre.senting  as  rounded, 
tense,  and  elastic  swellings,  often  feeling  suspiciously 
like  cysts,  and  generally  developing  in  young  subjects. 
After  comjjlete  removal  they  seldom  recur,  and  never 
become  disseminated. 

In  addition  to  the  myeloid  tumours,  other  varieties 
of  central  sarcoma  occur  within  the  jawliones.,  and 
are  most  frequently  seen  in  the  antrum.  They  are 
usually  composed  of  round  or  oval  cells,  are  very  .soft 
and  succulent,  of  rapid  growth,  tending  to  extend 
into  neighbouring  cavities,  to  fungate  through  the 
skin,  to  affect  the  lymphatic  glands,  and  to  become 
disseminated. 

As  they  increase  in  size,  they  expand  the  wall  of  the 
antrum  on  all  sides.  Thus,  they  thrust  inwards  the 
outer  wall  of  the  nostril,  and  obstruct  respiration  ;  they 
push  up  the  floor  6f  the  orbit  and  cause  jn-otrusion  of 
the  eyeball  ;  backwards,  they  extend  to  the  pharynx  ; 
and  downwards,  they  either  cause  the  hard  palate  to 
bulge,  or  else  make  their  way  between  the  two  layers 
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of  compact  tissue  of  the  alveolar  process,  and,  after 
loosening  one  or  more  of  the  teeth,  fungate  through 
the  gums.  Any  tumour  growing  within  the  antrum 
tends  to  distend  the  cavity  in  this  way,  but  malignant 
tumours  do  so  in  a  more  typical  manner  than  do  the 
innocent  growths.  Glandular  affection  is  not  common 
in  cases  of  sarcoma  of  the  antrum,  but  does  sometimes 
occur. 

In  addition  to  the  myeloid  tumours,  fibro-sarco- 
mata  occasionally  develop  within  the  lower  jawbone. 
These  are  sometimes  hard,  and  fibrous  on  section, 
and  contain  within  their  substance  numerous  osseous 
gL-anules.  They  are  apparently  not  very  malignant, 
and,  when  completely  removed  with  the  bone  in  which 
they  grow,  do  not  seem  pirone  to  recur. 

The  periosteal  sarcomata  of  the  lower  jaw  do  not 
present  any  important  points  of  difference  from 
similar  tumours  on  other  bones.  They  are  mostly  of 
rapid  growth,  and  are  very  malignant. 

Carcinoma. — True  carcinomatous  tumours  are 
met  with  in  the  antrum,  developing  in  this  cavity  from 
the  epithelium  of  its  mucous  Uning.  They  grow  in 
elderly  people,  and  tend  to  run  a  rapid  course,  affecting 
the  glands  and  becoming  disseminated.  Histologi- 
cally, they  are  found  to  be  either  epitheliomata,  or 
spheroidal-celled  encephaloid  cancers. 

Multilocular  cystic  tumour. — The  so-called 
multilocvdar  cystic  tumour  appears  to  stand  between 
tlie  solid  growths  on  the  one  hand  and  the  true  cysts  on 
the  other  ;  on  account  of  its  structure,  it  is  sometimes 
called  "  cystic  epithelioma."  These  growths  (which  in 
this  country  have  been  especially  studied  by  Mr. 
Eve*)  are  rare,  and  have  until  late  years  been  very 
imperfectly  understood,  so  that  specimens  of  maxilloB 
ddated  by  cysts  have  been  generally  described  as 
instances  of  true  simple  cystic  disease  of  bone.  It 
must  not,  however,  be  thought  that  in  these  tumours 
there  is  no  new  growth,  for  there  in.ay  be  so  much  as 

*  Bril.  M<;1.  Joitru.,  Jan.  6,  1883. 
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to  give  tlie  appearance  of  a  solid  tumour,  or  so  little  as 
to  make  it  appear  that  the  jawbone  is  expanded 
merely  by  collections  of  dark,  brownish  fluid.  Multi- 
locular  cystic  tumours  are  most  common  in  the  lower 
jaw,  and  are  of  endosteal  or  central  growth.  They 
appear  to  originate  in  an  ingrowi:h  of  the  epithelium 
of  the  gum,  and  occasionally  follow  injury  of  the  bone 
or  caries  of  the  teeth.  The  disease  may  occur  at  any 
period  of  life,  but  is  most  common  between  the  ages  of 
twenty  and  forty.  Growth  is  generally  slow,  and  five 
or  ten  years  may  elapse  before  the  patient  applies  for 
treatment.     The  tumours  are  not  malignant,  and 


Fig.  70. 


A  Lower  Jawbone  expaudod  and  in  p.irt.  destroyed  by  a 
Miiltilocular  Cystic  Tumour. 


show  no  tendency  to  affect  the  glands  or  to  dissemi- 
nate. They  expand  the  jawbone,  more  especially  on 
its  inner  side,  and  are  frequently  very  hard  and  bonj- 
to  the  touch  ;  they  are  occasionally  elastic  and  crack- 
line  ;  the  teeth  become  loosened,  and  fall  out,  and 
from  their  empty  alveoli  there  may  be  a  di-scharge  of 
sticky  fluid. 

Section  of  the  jawbone  will  show  that  the  osseous 
structure  is  expanded,  and  tliat  the  ca^-ities  in  it  are 
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filled,  i^artly  by  a  solid  growth  of  soft  fibrous  or  fleshy 
material,  partly  by  fluid  which  is  blood-stained,  serous, 
or  viscous.  The  septa  which  divide  the  cysts  from 
one  another  are  generally  incomplete,  and  ai-e  either 
fibrous  or  osseous.  The  cysts  vary  in  size  from  that 
of  a  split  pea  up  to  an  inch  or  an  inch  and  a  half  in 
diameter. 

Microscopical  examination  shows  that  the  new 
growth  is  composed  of  a  fibrous   stroma,  in  which 


Fig.  71. 


Section  of  a  Multilocular  Cystic  Tumour  of  tlio  Lower 

„  -Ti;  r  >  •  ^"'^  coutains   masses  of 

epithelial  cells,  which  are  breaking  down  iu  their  more 
central  parts.    (Zeiss,  A.) 

are  embedded  columns  or  groups  of  epithelial  cells 
In  the  more  central  parts  of  these  groups,  the 
cells  are  to  be  seen  undergoing  mucoid  or  colloid 
degeneration,  and  it  is  by  this  destruction  that  the 
cavities  or  cysts  are  formed ;  the  outermost  cells  iu  the 
columns  are  often  cylindrical.  It  will  thus  be  seen 
that  these  multilocular  cysts  are  produced  by  an  in- 
growth of  columns  of  epithelium  from  tlie  gum  into 
the  jawbone,  and  it  is  by  the  sulise.pient  disintegra- 
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tion  of  the  cells  which  form  the  tumour  that  the  cysts 
are  developed.  The  latter  are  therefore  secondary  or 
degeneration  cysts,  and  are  strictly  comparable  with 
the  degeneration  cysts  which  are  common  in  the 
endosteal  sarcomata. 

Periosteal  cysts. — The  periosteal  cysts  of  the 
jaw  are  collections  of  fluid  situated  beneath  the 
periosteum  of  the  fangs.  They  seem  to  be  of  inflam- 
matory origin,  and  are  generally  connected  with 
carious  teeth  or  with  fangs  left  behind  after  imper- 
fect extraction.  They  vary  in  size  from  that  of  a 
pea  to  a  walnut,  and,  when  large,  cause  thinning  of 
the  superjacent  bone.  They  are  of  common  occur- 
rence, and  sometimes  caiise  considerable  pain. 

Mucous  cysts  of  the  antrum. — Distension  of 
the  antrvxm  by  fluid  is  most  probably  in  all  cases  the 
result  of  the  formation  of  a  cystic  tumour  in  its  lining 
membrane,  and  not  of  distension  by  its  own  secretion . 
Such  cysts  are  of  a  perfectly  innocent  nature,  and  may 
occur  at  all  ages;  they  are  not  accompanied  by,  or 
dependent  on,  the  development  of  any  solid  gro-ni;h. 

In  cystic  disease  of  the  antrum, 
this  cavity  is  distended  in  the 
same  manner  as  by  a  mahgnant 
tumour,  but  there  is  no  funga- 
tion,  growth  is  not  rapid,  and,  as 
the  bone  is  thinned,  the  presence 
of  fluid  become.s  more  apparent. 

Dentigerous  cysts. — Denti- 
gerous  cysts  are  cavities  contain- 
ing serous  fluid,  dependent  upon 
impacted,  misplaced  teeth, 
they  are  associated  with  some  im- 
pairment of  the  normal  process 
of  dentition,  resulting  in  the  re- 
tention of  the  tooth  or  teeth  within  the  alveolar 
process  of  the  maxilla.  "With  scarcely  an  exception, 
dentigerous  cysts  are  formed  in  connection  with  the 
permanent  and  not  with  the  milk  teeth,  and  occiu- 


Fig.  72. 


Portion  of  a  Dentige- 
rous Cyst  witli  a  Tooth 
attached. 
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more  frequently  in  cases  of  retention  of  the  canine 
teeth  than  of  any  other.  It  by  no  means  follows, 
however,  that  cysts  result  in  all  cases  of  retained  jpei'- 
manent  teeth. 

Dentigerous  cysts  are  formed  by  a  distension  of  the 
tooth-sac  with  fluid  secreted  by  the  epithelium  of  the 
enamel  organ.    Consequently,  the  crown  of  the  tooth 
itself  projects  into  the  cavity  of  the  cyst,  just  as  it 
formerly  did  into  its  own  tooth-sac,  and  its  fang  is 
fixed  into  the  sac-wall.     As  the  cyst  enlarges,  it 
expands  the  jawbone,  and  forms  a  rounded,  elastic 
swelling,  the  thin    bony  covering  of  which  often 
crackles  beneath  the  pressure  of  the  finger.   In  cases 
of  undue  retention  of  the  permanent  teeth,  the  milk 
teeth  are  very  late  in  being  cast,  and  an  examination 
of  the  mouth  will  therefore  show  either  that  a  milk 
tooth  is  retained  in  that  part  of  the  jaw  where  the 
swelling  is  situated,  or  else,  if  the  latter  has  been 
already  shed,  that  a  permanent  tooth  is  missing. 
Although  the  retained  tooth  is  at  first  adherent  to  the 
sac-wall,  it  becomes  detached  after  a  time,  and  may 
be  found  loose  in  the  cavity.   Dentigerous  cysts  appear 
to  be  most  common  in  young  adults,  but  have  been 
met  with  in  middle  age. 

pi£Fased  osseous  growths.— The  bony  tumours 
which  are  found  in  the  antrum  are  peculiar  in  this 
respect,  namely,  that  instead  of  growing  from  some 
one  definite  portion  of  the  antral  wall,  they  are  dif- 
fused over  the  whole  area  of  the  latter.  There  is 
thus  no  definite  tumour,  but  rather  a  general  thicken- 
ing of  the  whole  of  the  bone  which  encloses  the 
antrum,  and  a  consequent  gradual  obliteration  of  the 
antral  cavity  by  the  new  bone  thus  formed.  But 
although  the  increase  of  bone  is  mainly  confined  to 
the  neighbourhood  of  the  antrum,  it  extends  after  a 
time  to  the  other  portions  of  the  superior  maxilla, 
and  may  thus  form  a  very  considerable  tumour.  The 
growtli  of  these  osteomata  is  slow,  a.tid  may  extend 
over  many  years  ;  their  clinical  course  is  entirely  inno- 
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cent  ;  they  are  of  rare  occurrence,  and  are  usually 
found  in  young  people. 

Leontiasis  ossea  is  a  disease  characterized  by  a 
general  overgrowth  of  the  facial  and  cranial  bones, 
with  the  formation  of  huge  rocky  osseous  masses  of 
shapeless  bone.  The  disease  appears  to  commence  in 
early  life  and  its  progress  is  slow,  although  in  the 
course  of  time  the  cavities  of  the  mouth,  pharynx,  or 
orbit  may  be  encroached  upon,  and  death  may  result 
from  extension  of  growth  to  the  cranial  cavity.  The 
cause  of  the  disease  is  quite  unknown. 

Cartilaginous  tumours  of  the  maxilla  are  ex- 
tremely rare ;  as  in  many  other  bones,  the  growth  of 
the  cartilage  is  usually  associated  with  that  of  sarco- 
matous elements. 

Odontomata,  or  tumours  of  the  teeth,  may  be 
composed  either  of  true  bone  or  of  enamel.  The  latter 
never  cause  any  symptoms,  and  are  of  little  practical 
interest,  but  the  exostoses  of  the  fangs,  as  well 
as  the  tumours  which  cause  the  so-called  "warty 
teeth,"  may  be  the  cause  of  much  trouble  and  pain, 
and  may  form  very  considerable  growths  in  the  jaw- 
bones. These  warty  teeth  are  subdivided  into  two 
varieties — the  circumscribed  and  the  diffuse  dentinal 
odontomata.  In  the  former,  a  portion  of  a  single 
tooth  is  alone  occupied  by  a  small  outgrowth.  In 
the  latter,  the  whole  tooth  is  misshapen  and  faultily 
developed,  its  place  being  taken  by  an  irregular  mass 
of  dentine,  enamel,  and  bone,  whilst  sometimes  two 
teeth  are  fused.  Tumours  of  this  nature  are  very 
rare.  The  largest  specimen  hitherto  described  was 
as  big  as  a  turfcey's  egg,  and  another  as  large  as  a 
chestnut  is  on  record.  They  grow  within  and  expand 
the  jawbone,  and  have  liitlierto  been  met  with  in  the 
inferior  maxilla  only. 
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CHAPTER  XXXVIII. 

DISEASES    OF    THE  SPINE. 

sfisrai.   caries.— awgular  curvature.— 
pott's  disease. 

Caries  of  the  siaine,  or  Pott's  disease,  is  a  strumous 
osteitis  affecting  the  bodies  of  the  vertebras. 

It  occurs  especially  in  scrofulous  children,  but  is  not 
Hmited  to  any  age,  and  is  frequently  attributed  to 
some  injury.  Any  part  of  the  spine  may  be  affected, 
but  the  dorso-lumbar  region  is  more  often  involved 
than  any  other. 

The  disease  commences  in  most  cases  as  caries  of  the 
cancellous  tissue  of  the  anterior  part  of  the  vertebral 
bodies  immediately  beneath  the  compact  bone  to  which 
the  intervertebral  discs  are  attached.  In  other  cases 
the  disease  appears  to  be  primary  in  the  intervertebral 
discs,  and  only  secondarily  extends  to  the  bodies. 

Sometimes  the  destructive  process  commences  in  a 
single  vertebra,  and  extends  from  this  as  from  a  centre 
to  the  neighbouring  vertebras.  In  other  specimens  it 
IS  evident  that  the  caries  has  been  originally  diffuse 
and  has  implicated  many  parts  of  the"  spine  at  one 
and  the  same  time. 

The  changes  that  occur  in  strumous  osteitis  have 
already  been  described  in  detail.  In  the  spine  the 
process  commences  as  a  very  insidious  form  of  inilam- 
niation,  accompanied  by  a  growth  of  lowly  organised 
granulntion  tissuo  in  the  cancellous  spaces.  This  is 
louowed  by  rarefaction  and  absorption  of  the  can- 
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cellous  bone,  and  by  caseation  or  calcareous  degenera- 
tion of  the  inflammatory  products.    As  in  all  cases  of 
strumous  osteitis,  tubercle  is  to  be  found  on  micro- 
scopical   examination.     By  a   continuance  of  this 
process,  the  body  of  the  diseased  vertebra  is  gradually 
destroyed,  and   the  granulations    extend  into  and 
destroy  the  intervertebral  discs,  and  then  involve  the 
neighbouring  vertebrse.     It  is  to  this  gradual  de- 
struction of  the  bono  that  one  of  the  most  notable 
symptoms  of  spinal  caries  is  due,  namely,  angular 
curvature.    The  weight  of  the  head,  shoulders,  and 
trunk  is  transmitted  to  the  lower  extremities  through 
the  vertebral  bodies,  and  it  is  evident  that,  if  these 
soften  and   crumble  away,  the  yielding  and  p^-ilpy 
bones  will  be  crushed  together  by  the  superimposed 
weight,  so  that  as  fast  as  the  bone  is  absorbed  by 
the  granulation  tissue  just  so  fast  are  the  diseased 
bodies    and    discs    compressed.     But  the  spinous, 
transverse,  and  articular  processes  are  not  destroyed ; 
and  if  the  anterior  part  of  the  spinal  column,  which 
is  formed  by  the  bodies,  is  shortened,  whilst  the  pos- 
terior part,  formed  by  the  processes,  is  intact,  it  is 
evident  that,  as  the  bodies  are  compressed,  the  spinous 
processes  must  project  backwards.    In  this  way  the 
angular  curve  is  produced,  the  apex  of  the  angle 
being  formed  by  the  spine  of  that  vertebra  which  is 
nearest  the  centre  of  the  destructive  process. 

The  further  course  of  a  case  of  Pott's  disease 
depends  much  on  the  circumstances  in  which  the 
patient  is  placed.  When  he  is  kept  at  rest  and  under 
o-ood  hygienic  conditions,  the  caries  may  stop,  the  in- 
flammatory exudation  may  cease,  the  caseation  of  the 
granulation  tissue  may  give  way  to  organisation  and 
formation  of  filirous  tissue,  and  the  diseased  vcrtebr;e 
may  be  fixed  to  one  another  by  fibrous  adhesions  or 
by  "bony  anchylosis,  any  angular  curve  wliicli  has  been 
produced  being  thus  rendered  permanent.  This 
reparative  process  is  not  limited  to  the  vertebriil 
bodies,  but  is  aided  by  changes  in  the  intervertebral 
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articulations,  wliicli  result  in  fixation  of  these  joints 
by  adhesions,  and  in  the  formation  in  some  cases  of 
bony  plates  uniting  the  transverse  processes. 

In  a  large  majority  of  cases  no  such  favourable 
termination  as  that  above  described  takes  place,  and 
the  constant  rubbing  of  the  diseased  bones  causes  the 
progression  and  extension 
of  the  destructive  process. 

In  such  patients  the 
granulation  tissue  breaks 
down  into  ill-formed  ca- 
seous pus,  which  escapes 
through  apertures  at  the 
front  or  sides  of  the  ca- 
rious vertebra,  and  in 
many  cases  strips  the  an- 
terior common  ligament 
from  its  attachment  for 
a  considerable  extent. 
Very  frequently  the  liga- 
ment effectually  resists 
the  pressure  of  the  pus, 
and  causes  it  to  make  its 
way  laterally  to  the  soft 
tissues  at  the  sides  of  the 
diseased  vertebra.  From 
this  situation  it  may  either 
track  backwards  with 
the  posterior  branches  of 
the  intercostal  or  lumbar 
arteries  and  nerves,  forming  a  dorsal  or  lumbar  abscess, 
or  may  pass  forwards  into  the  tissues  on  the  front 
and  sides  of  the  spine. 

If  such  an  abscess  forms  in  the  cervical  region  it 
may  point  behind  the  pharynx,  may  pass  laterally 
between  the  muscles  of  the  neck,  may  track  down- 
wards and  enter  the  axilla  with  the  axillary  vessels 
and  nerves,  or  in  rare  cases  extend  into  the  mediastina. 

When  the  lower  dorsal  vertebra;  are  involved,  the 


Spinal  Caries.  One  intervertebral 
disc  has  been  destroyed  with  the 
greater  part  of  the  vertebral  bodies 
on  either  side  of  it.  The  anterior 
common  ligament  is  partially  sepa- 
rated. The  spine  presents  a  slight 
ansrnlar  curve. 
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pus  often  tracks  downwards,  passes  beneath  the  Uga- 
mentum  arcuatum  internum,  and  thus  enters  the 
sheath  of  the  psoas  muscle ;  or,  in  cases  where  the 
lumbar  vertebrae  are  themselves  diseased,  the  pus, 
escaping  at  the  lateral  margins  of  the  bodies,  is  dis- 
charged directly  into  the  fibres  of  the  psoas  which 
are  attached  to  this  part  of  the  spine.  In  either  case, 
the  pus  collects  slowly  in,  and  gradually  tracks  along, 
the  muscle  until  it  passes  with  it  from  the  abdomen 
to  the  inner  side  of  the  thigh. 

When  the  pus  misses  the  sheath  of  the  psoas,  it  either 
enters  that  of  the  iliacus  muscle,  and  points  above 
Poupart's  ligament,  or  else  it  passes  down  into  the 
pelvis.  From  the  pelvis  it  may  escape  by  passing 
through  the  sacro-sciatic  notch  and  pointing  as  a 
gluteal  abscess,  by  tracking  along  the  rectum  into  the 
ischio-rectal  fosste,  or  by  bursting  into  one  of  the  hollow 
viscera.  Wherever  the  abscesses  are  situated,  they  are 
always  at  first  chronic,  and  extend  very  slowly.  In 
some  rare  cases,  where  treatment  is  rigidly  cai'ried  out, 
the  fluid  portions  of  such  pus  may  be  absorbed,  and 
the  more  solid  parts  may  remain  as  a  gritty  or  cheesy 
mass  for  many  years.  More  commonly,  after  reach- 
ing a  cutaneous  surface,  the  abscess  bursts,  and,  be- 
coming contaminated  by  exposure  to  the  air,  a  more 
acute  inflammation  of  the  abscess-sac  ensues,  pus  is 
secreted  more  rapidly  and  in  larger  quantities,  and 
suppurative  or  hectic  fever,  amyloid  disease,  or  general 
tuiaerculosis  bring  about  a  fatal  termination.  In  the 
larger  number  of  discharging  abscesses,  small  crumbs 
of  dead  bone  may  be  found,  and  in  many  cases  sequesti-a 
of  considerable  size  are  formed,  which,  being  unable  to 
escape  from  the  seat  of  their  formation,  keep  up  a 
constant  discharge  of  pus,  and  prevent  sinuses  from 
healing. 

The  spinal  cord  in  most  cases  of  angular  curva- 
ture escapes  compression  for  the  reason  tliat,  the 
inter-articular  joints  being  intact,  the  curvature  does 
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not  cause  a  narrowing  of  the  spinal  canal.  This, 
however,  is  not  always  the  case,  and  in  many  speci- 
mens the  calibre  of  the  canal  is  distinctly  diminished 
by  a  backward  displacement  of  the  softened  bone  at 
the  seat  of  the  greatest  curvature.  Such  a  narrowing, 
fortunately,  does  not  necessarily  imply  interference 
-ivith  the  functions  of  the  spinal  cord,  and  it  is  certain 
that  the  latter  can  indeed  be  considerably  compressed 


Fig. 
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A  Spine,  sliowing  an  acuto  aDgnlar  curve,  with  uanwiug 
of  the  spinal  canal  and  flattening  of  tbe  cord. 

without  any  symptoms  arising,  provided  that  the 
flattening  is  gradual,  and  not  the  re.sult  of  sudden  dis- 
placement. In  some  cases,  nevertheless,  paraplegia 
does  occur,  and  appears  to  be  caused  by  an  extension 
ot  inflammation  to  the  meninges,  with  resultiiur 
pachymeningitis,  or  by  the  exudation  of  inflammator? 
products  into  the  spinal  canal.  In  th.^  lar-e  majority 
ot  ca.ses,  moreover,  the  paraplegia  is  transient',  .■vud 
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althougli  in  some  it  is  rendered  permanent  by  reason 
of  structural  changes  in  the  cord  itself,  yet  in  most 
instances  a  good  prognosis  may  be  given  if  the  patient 
IS  otherwise  not  too  ill,  and  is  placed  under  appropriate 
treatment.  It  should  be  added  that,  in  cases  of  disease 
of  the  cervical  spine,  the  danger  of  pressure  on  the 
spinal  cord  by  displacement  of  the  diseased  vertebras 
is  much  greater  than  in  dorsal  and  lumbar  caries, 
where  the  parts  are  steadied  by  the  ribs,  by  the  large 
trunk-muscles,  and  by  the  greater  size  of  the  opposed 
vertebral  bodies. 

IiATERAIi  CURVATURE. 

Lateral  curvature  of  the  spine  is  commonly  the 
result  of  muscular  weakness  and  overwork  in  growing 
girls  and  boys  about  the  age  of  puberty,  at  a  time 
when  great  demands  are  made  on  the  strength.  It 
is  also  caused  by  anything  which  renders  one  leg 
shorter  than  the  other — e.g.,  old  hip  disease — the 
spine  being  obliged  to  curve  in  order  to  allow  the  foot 
to  reach  the  ground.  Some  of  the  very  worst  cases 
I'esult  from  an  altogether  different  cause,  namely, 
the  falling  in  of  the  ribs  which  commonly  follows 
empyema. 

So  soon  as  the  muscles  lose  tone  and  cease  to 
support  the  spinal  column,  the  ligaments  yield  and 
allow  the  curvature  to  commence.  The  direction  of 
the  curve  is  to  a  gi'eat  extent  determined  by  the  habits 
or  occupation  of  the  patient,  but  the  most  common 
priniaiy"  deviation  is  seen  in  the  upper  dorsal  region 
with  the  convexity  to  the  right. 

As  soon,  however,  as  the  upper  part  of  the  spine 
curves  to  the  I'ight,  the  lumbar  region  develops  a 
compensatoiy  curve  to  the  left,  this  being  nece.-^sary 
in  order  to  allow  the  patient  to  maintain  the  upright 
posture.  At  the  same  time  that  the  lateral  curvature 
occurs,  the  vertebra3  also  rotate,  the  rotation  always 
being  in  one  direction.    The  bodies  are  turned  towards 
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the  convexity  of  the  curve  and  the  spines  towards  the 
concavity,  so  that  the  transverse  processes  towards 
the  convexity  are  thus  thrust  backwards  and  made 
to  project.  The  ribs  necessarily  follow  the  rotatory 
movements  of  the  spine,  and  the  shape  of  the  thorax 
is  altered  in  pro23ortion  to  their  displacement ;  the 
shoulder  is  thrust  up,  and  the  hip  on  the  same  side 
raised.  In  cases  of  long  standing,  the  bodies  of  the 
vertebras  and  the  intervertebi'al  discs  become  in  time 
compressed  on  the  side  of  the  conca^^.ty. 
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CHAPTER  XXXIX. 
DISEASES  or  JOINTS. 

SXIVXPI.E    OR    SEROUS  SYNOVITIS. 

A  SIMPLE  synovitis  is  an  inflammation  of  the  synovial 
membrane  which  is  not  dependent  wpon  any  consti- 
tutional disease  or  ujaon  the  introduction  of  sejjtic 
material  from  a  wound  or  neighbouring  inflammation. 
This  is  one  of  the  commonest  troubles  to  which  joints 
are  liable,  and  aflPects  particularly  those  articulations 
which  are  the  most  freely  movable  and  the  most  ex- 
posed. The  usual  causes  of  simple  synovitis  are  injury 
and  ex^DOSure  to  cold  or  wet. 

Acute  synovitis. — The  changes  in  the  synovial 
membrane  do  not  differ  from  those  met  with  in  in- 
flammations of  other  soft  tissues.  At  first  there  is 
intense  hyper83mia,  followed  shortly  by  swelling,  and 
exudation  of  fluid  both  into  the  membrane  itself  and 
into  the  articular  cavity.  The  swelling  is  greatest  in 
the  situation  of  the  normal  folds  ;  e.g.,  in  the  ligamenta 
mucosa  and  alaria  of  the  knee,  Avhich,  by  their  increase 
in  bulk,  overlap  the  cartilages,  and  contrast  strongly 
with  the  pearly-white  colour  of  the  latter. 

Microscopically  examined,  there  is  seen  to  be  much 
cell  exudation  into  the  perivascular  spaces,  with  swell- 
ing and  softening  of  the  connective  tissue  by  the 
excess  of  fluid  in  which  it  is  soaked.  The  dilated 
capillaries  occasionally  give  way,  and  tlius  cause  minute 
extravasations  of  blood.  The  leucocytes  escape  into 
the  substance  of  the  membrane  itself,  and  also  pene- 
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trate  between  the  endothelial  cells  and  reach  the 
articular  cavity.  The  endothehal  cells  ajapear  to 
multiply  with  unusual  rapidity,  and  are  liable  to  be 
cast  off  into  the  joint  in  considerable  numbers. 

Changes  in  the  synovial  fluid. — In  the  early 
stages  of  an  acute  synovitis,  the  synovial  fluid  is 
simply  increased  in  quantity,  but,  as  the  inflammation 
progresses,  the  normal  secretion  is  mingled  with  serum 
in  varying  proportions,  and  afterwards  with  the 
fibrin-forming  elements  of  the  blood,  and  with  red  and 
white  corpuscles.  At  first  the  fluid  is  clear,  but  later  on 
it  becomes  cloudy,  opalescent,  or  blood-stained.  In 
cases  where  the  original  injury  has  been  severe,  there 
are  often  considerable  extravasations  of  blood  into  the 
articular  cavity.  In  most  cases  the  blood  does  not 
clot  for  some  time,  probably  on  account  of  its  ad- 
mixture with  the  serum  and  synovia,  as  well  as 
because  of  the  smooth  endothelial  lining  with  which 
it  is  in  contact. 

If  a  simple  acute  synovitis  undergoes  resolution, 
the  exudation  of  cells  ceases,  the  vascularity  subsides^ 
the  exuded  fluid  is  absorbed,  and  the  membrane  and 
Its  secretion  again  present  a  natural  appearance. 
Where  there  is  much  extravasated  blood,  resolution 
is  generally  greatly  prolonged. 

Subacute  and  chronic  synovitis  If  a  joint 

which  is  the  seat  of  an  acute  synovitis  be  not  kept  at 
rest  for  a  sufficient  length  of  time,  the  inflammatory 
process  is  liable  to  pass  into  a  subacute  or  chronic 
stage,  and  the  absorption  of  fluid  from  the  articular 
cavity  ceases.  In  other  cases,  the  inflammation,  from 
the  l^eginnmg,  is  of  but  slight  intensity. 

In  this  form  of  synovitis  there  is  little  hypera^mia, 
but  often  a  good  deal  of  swelling,  and  where  the 
inf  ammation  is  of  long  standing  the  membrane  itself 
IS  liable  to  be  much  thickened  by  the  formation  of 
nbrous  tissue. 

The  fluid  in  the  joint  is  generally  greatly  in  excess 
ot  what  IS  natural,  ;md  consists  chiefly  of  serum.  It 
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is  usually  quite  cleai-,  but  may  contain  small  shreds  of 
fibi'in  or  the  melon-seed  bodies  which  are  more  com- 
monly seen  in  bursfe.  The  long-continued  distension 
of  the  joint  is  liable  to  result  in  the  sti^etchiug  and 
weakening  of  its  capsule  and  ligaments.  The  tenns 
"  hydrarthrosis  "  and  "  hydrops  articuli  "  have  been 
applied  to  the  more  chronic  forms  of  synovitis  ■\\dth 
effusion. 

iVCUTE   SUPPtTRiVTZVi:  ARTHRITIS. 

Acute  suppurative  arthritis  is  a  general  septic  in- 
flammation of  all  the  structures  which  enter  into  the 
foi'mation  of  a  joint.  It  may  be  produced  in  one  of 
the  following  ways  : — 

1.  By  a  wound  which  opens  the  articular  cavity. 

2.  By  extension  of  inflammation  from  the  articular 
bone,  especially  by  tracking  of  pus  in  cases  of  acute 
periostitis,  or  by  the  rupture  of  an  abscess  in  the  bone. 

3.  By  extension  of  suppuration  from  the  soft 
tissues.  This  is  rare  in  cases  of  simple  suppuration, 
but  may  result  from  sloughing  of  the  tissues  over  a 
joint  after  an  injury,  from  phlegmonous  erysipelas, 
or  from  extension  of  suppuration  from  a  bursa  which 
communicates  with  the  articulation — e.g.,  the  bursa 
beneath  the  psoas. 

4.  As  a  complication  of  various  forms  of  blood- 
poisoning,  especially  pysemia,  puerperal  fever,  and 
more  rarely  typhoid  fever,  scarlatina,  gonorrhoea,^  etc. 

The  synovial  membrane  is  the  flrst  of  the  articular 
structures  which  shows  signs  of  inflammation.  It 
becomes  at  first  bright  red  and  swollen,  and  in  a  very 
short  time  it  loses  its  polished  appearance,  and  is 
covered  with  shreds  of  adherent  fibrin.  If  the  latter 
are  peeled  ofF,  the  syno%aal  surface  is  found  to  be 
rough  and  velvety,  like  granulation  tissue.  The 
synovial  fluid  is  increased  in  quantity,  soon  becomes 
lilood-stained  and  opalescent,  and  very  shortly  is 
mingled  with  pus  which  has  been  secreted  by  the 
inflamed  synovial  surface. 
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Within  a  clay  or  two  the  inflammatory  process  ex- 
tends from  the  synovial  membrane  to  the  cartilas^es. 
and  the  latter  lose  their  pearly-white  colour,  are  per- 
meated by  new  blood-vessels,  and  ulcerate  in  patches, 
or  necrose  and  are  cast  off  in  shreds. 

The  hgaments  share  in  the  general  suppuration  ; 
theu'  dense  structure  is  split  up  by  infiltration  of 
serum  and  pus,  and  they  become  ragged  and  shreddy 
yield,  and  allow  displacement  of  the  articular  surfaces' 
The  bones  are  not  simred.    The  cartilages  being  de- 
stroyed, osteitis  ensues,  and  the  usually  smooth  layer 
of  articular  bone  becomes  rough  and  carious.  The 
pen-articular  tissues  share  in  the  general  suppuration 
and  abscesses  form  around  the  joint.    In  many  cases 
the  suppuration  in  the  tissues  is  the  result  of  the 
yielding  of  the  softened  and  distended  capsule,  which 
thus  allows  the  sudden  escape  of  its  contents  This 
is  a  fact  of  much  clinical  importance,  for,  when  the 
pus  escapes  from  the  joint,  the  swelling  and  pain  in 
the  latter  often  partially  subside,   and,  unless  the 
surgeon  be  on  the  watch  for  it,  he  may  overlook  the 
pus  outside  the  articulation.    In  cases  of  acute  sup- 
puration of  the  knee,  collections  of  pus  may  extend 
amongst  the  muscles  of  the  thigh  almost  as  high  as 
the  hip-jomt.  * 

The  microscopical  appearances  in  suppurative 
arthritis  do  not  differ  from  those  ordinarily  met  with 

parol  ^ITT'""!     '^"^  ""^^       ^^-^-^  -  «ther 
paits  of  the  body,  and  reqmre  no  special  description. 

Acute  suppurative  arthritis    is  accompanied  hy 

by  great  pain  and  severe  constitutional  disturbance' 
If  not  properly  treated,  it  may  terminate  fata  y  and 

has  beYn""?r?  T^"^       ^^"^^  incisions  the  ^u 
s.^seauentir/  l'''"^^  evacuated,  amputation  has 

fever.  '  accompanying  suppurative 
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If  recovery  ensues,  the  joint  is  usually  left  in  a 
state  of  bony  anchylosis,  and,  this  being  the  case,  it 
is  evidently  of  the  utmost  importance  to  see  that 
the  limb  is  kept  in  as  good  a  position  as  possible.  In 
such  cases,  after  the  pus  has  been  evacuated  and  the 
acuteness  of  the  inflammation  has  subsided,  the  sup- 
puration gradually  ceases.  The  cells  which  have  been 
exuded  into  the  substance  of  the  synovial  membrane, 
cartilage,  bone,  ifcc,  are  gradually  developed  into 
fibrous  tissue,  in  which,  where  it  is  in  contact  with 
osseous  tissue,  bone  salts  are  subsequently  deposited. 
The  hypersemia  subsides  ;  the  fibrous  tissue,  which  is 
not  ossified,  shrinks;  the  cavity  of  the  joint  is 
obliterated ;  and  the  articulation,  as  such,  ceases  to 
exist. 

In  favourable  cases,  and  especially  in  children, 
when  the  pus  has  been  early  evacuated,  a  mox-e  or 
less  movable  articulation  may  remain,  though,  at  best, 
such  a  joint  is  permanently  weak. 

ILCTITE  ARTHRITIS  Or  INTANTS— ACX7TE 
EPIPHYSITIS. 

These  names  are  applied  to  cases  of  acute  sup- 
purative arthritis  occurring  in  infants  and  children, 
and  resulting  from  inflammation  of  the  articular  bone. 
Attention  has  been  specially  directed  to  this  subject  by 
Mr.  T.  Smith. 

The  patients  who  are  the  subjects  of  this  form  of 
disease  are  seldom  more  than  a  year  or  eighteen 
months  old.  The  joints  most  commonly  affected  are 
the  hip,  knee,  shoulder,  ankle,  and  elbow. 

The  clinical  course  is  rapid,  and  does  not  differ 
materially  from  that  of  acute  suppurative  nrthritis 
due  to  injury.  In  some  cases  there  is  a  history 
of  a  blow  or  other  injury  ;  in  others,  none  can  be 
obtained. 

The  disease  appears  to  commence  as  an  acute  ni- 
flammation  of  the  most  recently  formeil  bone  around 
the  centres  of  ossification,  and  commonly  results  in 
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Fig. 


75- 


necrosis  and  the  formation  of  a  minute  sequestrum. 
Around  this,  pus  is  formed,  and  subsequently  makes 
Its  way  into  the  neighbouring  articular  cavity,  the 
aperture  by  which  the  pus  escapes  into  the  joint  from 
the  ejiiphysis  being  often  so  minute  that  the  real  cause 
of  the  arthritis  is  liable  to  be  overlooked  unless  a 
section  is  made  of  the  articular  bone.  This  escape  of 
the  pus  is  foHowed  by  acute  arthritis  and  the  formation 
of  peri-articular  abscesses. 

Many  cases  terminate  fatally,  but,  if  an  early  exit 
be  given  to  the  pus,  the  patient 
frequently  recovers.  In  some 
instances  the  joint,  in  spite  of 
the  acuteness  of  the  inflamma- 
tion, sufferscomparatively  little 
permanent  injury.  In  others, 

which  are  unfortunately  the 

more  common,  the  growth  of 

the  bone  is  seriously  affected, 

and  the  articular  extremity 

is  permanently  deformed.  In 

such  cases  the  joint  is  liable  to 

be  extremely  loose  and  flail- 
like, and,  in  the  case  of  the 

lower  extremity,  is  unable  to 

support  adequately  the  weight 

of  the  body. 

Acute  epiphysitis  is  not, 
however,  limited  to  infants, 
tor  cases  of  a  precisely  similar 
nature  are  not  infrequently 
met  with  in  older  children  and 
in  young  adults,  and  run  a  very  similar  conv.o 
extent  of  the  necroqi.^  in  t^o  .  '''•>^  ^™"^l  course.  The 

to  be  muc"greZ  tLnln  i^^ 


Sectiou  of  the  UpnerPart 
of  a  Tibia,  showiig  „  se 
questrum     of  caucollous 
bone.     Necrosis  resulted 
troin  acute  epipLysitis. 
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recovery  with  a  movable  articulation  are  by  no  means 
so  good. 

PVERPERAI.    ARTHRITIS,  ATXB  ARTHRITIS 
FOXIiOWIITG  THE  EXANTHEWXATA. 

A  common  complication  of  the  puerperal  condition 
is  inflammation  of  one  of  the  large  articulations,  and 
especially  of  the  knee.  In  such  cases  there  may  be 
merely  a  simple  transient  synovitis,  but  in  many  others 
there  is  a  more  chronic  inflammation,  and  a  tendency 
to  fibrous  anchylosis.  In  others,  again,  the  inflamma^ 
tion  progresses  to  suppuration,  and  is  often  associated 
with  necrosis  of  some  of  the  articular  bone,  e.g.,  of  the 
lower  end  of  the  femur.  The  course  run  by  these 
latter  cases  has  already  been  described  under  the 
head  of  "  Acute  Suppurative  Arthritis." 

Of  all  the  exanthemata,  scarlatina  is  more  frequently 
followed  by  inflammation  of  the  joints  than  is  any 
other.    In  cases  otherwise  uncomplicated  there  is  fre- 
quently a  subacute  synovitis  of  several  articulations, 
resembling  closely  in  its  clinical  characters  the  syno- 
vitis of  acute  rheumatism,  and  running  a  similar 
course.    In  those  cases  of  scarlatina,  however,  which 
are  complicated  by  parotid  buboes,  sloughing  of  the 
tonsils,  etc,  there  may  be  a  genuine  pyfemic  artbritis, 
which  runs  the  course  typical  of  such  a  disease. 
Mumps,  dvsentery,  and  measles  may  be  followed  \^y 
similar  inflammation  of  the  joints     T^ho^A  fever 
and,  more  rarely,  small-pox  may  also  be  followed  bv 
disease  of  the  articulations.  ,    ,  -j 

In  many  cases,  and  especially  after  typhoid,  one 
joint  alone  is  attacked,  and  of  all  joints  the  hip  is  that 
most  frequently  implicated.     The  chanicter  of  the 
inflammation  difters  in  difterent  cases.    In  some  theie 
is  a  simple  synovitis;  in  others,  a  more  general  avtliritis 
terminating  in  anchylosis  more  or  ess  co^l^^  ^ 
others,  again,  there  is  acute  suppurative  artluitis.  i  he 
hi    joint  is  liable  to  be  aftected  in  a  somewhat  pecuha 
manner,  for  in  many  of  these  cases  there  is  a  vci. 
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rapid  effusion  into  the  synovial  cavity,  accompanied 
by  softening  and  stretching  of  the  hgaments,  and 
followed  by  spontaneous  dislocation  of  the  femur 
onto  the  dorsum  ilii.  All  this  may  occur  without  the 
formation  of  any  pus. 

URETKRAI.  ARTHRXTIS  (CON'ORRHCEAI. 
RHEXriVX  aXXSIMC). 

The  term  urethral  arthritis  is  applied  to  cases  of 
inflammation  of  joints  following  urethritis,  and  is 
preferable  to  the  older  one  of  "  gonorrhoeal  rheu- 
matism," for  it  may  complicate  cases  which  are  not  of 
venereal  origin,  and,  although  more  common  in  males, 
is  seen  in  some  cases  of  simple  leucorrhoea  in  women. 
Certain  individuals  seem  especially  predisposed  to  this 
form  of  arthritis,  which  appears  to  attack  by  pre- 
ference those  who  ai-e  of  a  gouty  or  rheumatic 
diathesis.  The  real  nature  of  the  afiection  is  still 
unsettled,  but  by  most  writers  it  is  considered  to  be 
the  result  of  absorption  of  septic  material  from  the 
urethra.  Others  look  upon  the  disease  as  of  neurotic 
origin,  and  think  that  it  is  excited  reflexly.  In 
urethral  arthritis  one  large  joint— and  that  most 
commonly  the  knee— is  usually  afiected,  but  no  joint 
IS  altogether  exempt,  and  thefascite  in  the  sole  of  the 
foot  may  be  implicated,  and  may,  by  their  yielding 
lead  to  the  production  of  flat  foot. 

The  disease  appears  to  be  essentially  an  inflamma- 
tion of  the   synovial  membrane  and  ligamentous 
structures,  and  is  very  liable  to  be  extremely  chronic 
to  recur  occasionally,  and  to  terminate  in  fibrous 
anchylosis    More  rarely,  suppurative  arthritis  super- 

deTcriCl  '"'^  ^^^^  '"^^'^'^dy 

PYJEMXC  ARTHRITIS. 

In  most  cases  of  pyaemia  one  or  more  joints  become 
innamed.  In  many  cases  the  inflammation  is  limited 
fillil  '^f^^^^^^  membrane,  and  the  joint  is  quickly 
failed  with  a  mixture  of  synovia,  serum,  and  thin 
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yellow,  oily  pus.  In  several  such  instances  in  which 
I  have  made  post-mortem  examinations,  the  joint, 
after  having  been  washed  out,  presented  no  signs  of 
inflammation,  save  a  slight  swelling  of  the  synovial 
membrane,  and  no  signs  of  ulceration  of  cartilages  or 
bones  covild  be  seen.  In  cases  such  as  these  the 
effusion  may  be  absorbed,  and  the  joint  may  then 
either  return  to  its  natural  condition  or  may  be 
partially  anchylosed  by  the  formation  of  fibrous 
adhesions.  I  have  on  several  occasions  seen  joints 
become  quite  stiffs  after  pyaemia  without  the  occurrence 
of  any  suppuration.  This  is  not,  however,  always  the 
case,  for  sometimes  the  pus  is  produced  in  greater 
quantities,  the  inflammation  spreads  to  the  cartilages, 
bones,  and  ligaments,  and  a  general  suppurative 
arthritis  ensues. 

GOUT. 

Gout  is  a  constitutional  disease,  characterized  by 
inflammation  of  the  joints,  with  deposit  of  urate  of  soda 
in  the  articular  structures.  The  general  pathology 
of  gout  is  beyond  the  scope  of  the  present  work,  and 
the  changes  in  the  articulations  cannot  be  described 
at  length. 

The  patients  most  subject  to  gout  are  those  of  the 
uric-acid  diathesis,  and  are  commonly  past  middle 
ao-e.  The  joint  most  often  affected  is  the  first 
metatarso-phalangeal,  probably  for  the  reason  that  it 
is  more  frequently  than  any  other  damaged  by  pres- 
sure of  ill-fitting  boots,  &c.  No  joint  is  exempt  from 
attack.  Gout  is  commonly  said  to  be  a  disease  of 
the  rich  and  not  of  the  poor,  but  this  is  certamly 
incorrect,  and  in  a  very  considerable  proportion  of 
post-mortem  examinations  of  hospital  i)atients  over 
fifty  years  of  age  I  have  found  urate  of  soda  in  one 
or  more  articulations. 

The  affected  joints  are  liable  to  attacks  of  acute 
inflammation,  but  in  many  cases  a  joint  appeai-s  to 
become  the  seat  of  gouty  deposit  \N-ithout  any  history 
of  an  acute  arthritis. 
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The  morbid  changes  are  chiefly  as  follows: — In 
any  acute  attack  the  synovial  memlarane  presents  the 
appearances  common  to  all  cases  of  simple  synovitis, 
and  the  synovial  fluid  is  similarly  changed  in  amount 
and  character. 

The  cartilages  are  inflamed,  their  matrix  fibrillates, 
and  their  cells  multiply.  In  the  fibrillated  cartilage, 
and  on  its  surface,  a  white  deposit  of  urate  of  soda 
ensues,  and,  in  subsequent  attacks,  the  cartilages 
become  more  and  more  fibrillated  and  worn  away, 
and  the  urate  of  soda  increases  in  quantity. 

When  the  bones  are  exposed,  they,  in  their  turn, 
become  the  seat  of  gouty  deposit,  and  not  only  they' 
but  the  ligaments,  synovial  membrane,  peri-articular 
connective  tissues,  and  bursaj  are  similarly  affected 

It  is  commonly  stated  that  the  urate  of  soda  is 
simply  deposited  on  cartilages  which  are  otherwise 
normal,  but  my  own  experience  is  that  this  is  not  the 
case  and  that  wherever  there  is  urate  of  soda  there  the 
cartilage  is  generally  fibrillated  and  eroded.  It  appears 
probable  that  some  at  least  of  the  urate  of  soda  is 
formed  by  disintegration  of  the  cartilage  itself,  and 
that  It  is  not  simply  deposited  independently  of  ante- 
cedent changes  in  the  cartilaginous  matrix.  In  very 
many  cases,  joints  which  are  the  seat  of  goutV 
arthntis  present  many  of  the  changes  which  charac- 
terize osteo-arthritis.  When  the  deposit  of  urate  of 
soda  IS  considerable,  it  may  extend  into  the  neigh- 
bouring tendon-sheaths,  and,  still  increasing,  may 
t:Znr  y'  -.P-jacent  skin,  /n  such 
cases,  the  protruding  mass  is  called  a  "  chalk  stone  "  • 

efsewhTre.""'''  """""""""  ^^^^  ^^an 

HHEUMATISM. 

rather  7^^^""^  f  rheumatism  is  one  of  medical 

the  fn^.f?'^       '"n^,^"^^  "^P°^<^'  clianges  in 

the  joints  alone  will  be  considered  here 

in  many  cases  there  is  nothing  more  to  be  seen  on 
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examination  than  in  simple  serous  synovitis,  but 
in  acute  rheumatism  there  is  a  definite  tendency 
for  the  inflammation  to  extend  to  the  sub-synovial 
and  peri-articular  tissues  and  for  the  synovial  secretion 
to  be  more  fibrinous,  and  consequently  more  shreddy, 
than  in  simple  synovitis.  In  severe  cases  the  car- 
tilages acquire  a  bluish  or  opalescent  tmt,  and  may 
be  distinctly  swollen;  in  such  instances,  micro- 
scopical examination  shows  cell  proliferation  and 
exudation,  and  in  a  few  cases  the  surface  becomes 
fibrillated  or  eroded.  The  ligaments  appear  to  be 
comparatively  frequently  implicated,  but  the  inflam- 
mation rarely  extends  to  the  bones. 

The  ordinary  duration  of  the  synovitis  in  a  simple 
case,  in  any  individual  joint,  varies  from  about  three 
days  to  a  fortnight,  but  in  more  severe  cases,  where 
the  deeper  structures  are  implicated,  the  inflammation 
often  drifts  into  a  subacute  or  chronic  stage.  As 
a  rule,  most  patients  recover  without  any  permanent 
joint  lesion,  but  it  wall  easily  be  understood  that, 
where  the  ligaments  and  peri-articular  structures 
have  been  involved  in  a  plastic  inflammation,  per- 
manent stiffness  or  complete  fibrous  anchylosis  may 
result.  This  does  not  often  occur  in  more  than  one 
joint.    In  rare  instances  even  suppuration  may  ensue. 

The  term  chronic  rheumatism  has  been  very 
vaguely  applied.  It  is  better  not  to  use  it  as  synony- 
mous with  osteo-arthritis,  but  to  limit  it  to  case.s  in 
which,  after  one  or  more  attacks  of  acute  rheumatism, 
a  chronic  synovitis,  with  thickening  of  the  liganients 
and  peri-articular  structures  by  fibrous  adhesions, 
supervenes.  It  may  aftect  one  or  more  joints,  and 
frequently  terminates  in  fibrous  anchylosis. 


CHAPTEK  XL. 


DISEASES  OF  JOINTS— {continued) 
OSTEO-ARTHRXTZS. 

OsTEO-ARTiiRiTis  IS  a  foriQ  of  chronic  joint  disease 
characterized  by  peculiar  degenerative  changes  in  the 
articular  structures,  which  do  not  tend  to  terminate 
in  either  anchylosis  or  suppuration.  Other  common 
names  for  the  same  disease  are  "  rheumatic  gout," 
"  rheumatoid  arthritis,"  "chronic  rheumatic  arthritis," 
"  arthritis  deformans,"  and  there  are  many  more. 

The  morbid  anatomy  of  osteo-arthritis  is  very 
striking,  and  in  well-marked  instances  the  patho- 
logical changes  cannot  be  mistaken  for  those  of  any 
other  disease. 

The  disease  may  begin  either  in  the  synovial  mem- 
brane or  in  the  cartilage,  and,  judging  by  my  own 
experience,  which  has  been  derived  from  an  examina- 
tion of  many  joints  in  the  post-mortem  room,  I 
should  say  that  changes  in  the  cartilage  almost  always 
precede  those  in  the  synovial  membrane. 

Changes  in  the  cartilage — The  first  thing  that 
is  noticed  is  a  slight  roughening  of  the  normally 
smooth  cartilage,  which,  when  subjected  to  a  gentle 
stream  of  water,  is  seen  to  be  broken  up  into  deli- 
cate fibrils,  arranged  with  their  long  axes  at  right 
angles  to  the  articular  surface,  and  resembling  the 
pile  of  coarse  velvet.  This  change  is  always  most 
noticeable  at  those  parts  which  are  subject  to  the 
greatest  pressure  or  friction,  whilst  at  the  maro-ins 
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the  cartilage  hypertrophies,  and  forms  irregular 
nodular  outgrowths,  or  "  ecchondroses."  These 
outgrowths,  at  first  cartilaginous,  soon  become  bony  in 
their  deeper  parts  ;  the  ossification  extends  through 
their  whole  thickness,  and  the  "  nodular  osteophyte  " 
thus  produced  is  fixed  more  or  less  firmly  to  the 
subjacent  bone,  the  articular  borders  of  which  are 
thus  rendered  prominent  or  "  lipped."  Sometimes 
these  nodular  masses  are  broken  off",  and  form  loose 
bodies  in  the  joint,  or  in  the  substance  of  the  synovial 
membrane  itself. 

Fig.  76. 


A  i'attlla  from  a  case  of  Osteo-artliritis,  sbowiug 
flbrillatiou  of  the  cartilage. 

As  the  disease  progresses,  the  fibrillated  and 
degenerate  cartilage,  no  longer  able  to  resist  the 
attrition  to  which  it  is  subjected  by  the  movements  of 
the  articulation,  is  slowly  worn  away  in  patches,  and 
the  subjacent  bone  is  exposed. 

A  microscopical  examination  of  the  cartilage  in  this 
stage  throws  much  light  on  the  progress  of  the  disease. 
The  normal  hyaline  matrix  is  broken  up  into  fibres, 
in  the  midst  of  which  the  cartilage  cells  are  foinid  to 
be  ai-ranged  in  vertical  columns  whose  long  axes  are 
at  right  angles  to  the  articular  surface.    The  cells 
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proliferate  and  distend  their  capsules  until  they  burst, 
with  the  result  that  the  cells  nearest  the  surface  are 
cast  loose  into  the  synovial  cavity.  In  this  way 
the  surface  of  the  cartilage  is  broken  up,  and  the 
fibrillated  matrix  between  the  rows  of  cells  remains  to 
form  the  longitudinal  strise  and  tufts  which  give  the 
velvety  appearance  already  described. 

At  the  margins,  where  the  ecchondroses  are  formed, 
the  same  proliferation  of  cells  and  fibrillation  of  the 
matrix  ensue,  and  it  has  been  suggested  by  Cornil 


Fig. 


Femui-,  1  iitflla,  unci  Synovial  Membrane  from  a  case  of 
Osteo-arthritis.  The  articular  surface  of  the  femur  is  de- 
formed by  the  formation  of  large  ecchondroses,  and  the 
fnug^'"^'  "lembrane  is  covered  by  hypertropMed  synovial 

and  Ranvier  that  the  heaping  up  of  new  cartilage  in 
this  situation  is  to  be  explained  by  the  fact  that  the 
edge  of  the  cartilage  is  covered  by  a  prolongation 
ot  the  synovial  membrane ;  the  cells,  consequently, 
instead  of  escaping  into  the  synovial  cavity,  are  re- 
tained in  the  sub-synovial  tissue,  and  by  their  constant 
multiplication  produce  the  cartilaginous  outgrowths 
In  some  cases  these  ecchondroses  protrude  the  .synovial 
membrane  in  front  of  them,  and  at  length  proiect 
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through  it,  so  as  to  become  intra-articular.  In  other 
instances  they  grow  latei-ally,  and  do  not  encroach 
upon  the  joint. 

The  synovial  membrane  in  the  eax-ly  stages  of 
the  disease  shows  Httle  change,  but  after  a  time 
becomes  increased  in  vascularity,  as  well  as  thicker 
and  tougher.  In  the  later  stages  its  fringes  increai^e 
in  size,  their  villous  tufts  hypertrophy  and  subdivide, 
and  gi'adually  the  whole  membrane  assumes  a  shaggy 
or  villous  appearance.  These  enlarged  villi  are 
chiefly  fibrous  in  structure,  but  often  contain  a  little 


Fig.  78. 


ifenuu-  aud  PatelLa  from  a  case  of  Osteo-artbritis. 
Both  bones  are  mueli  deformed,  aud  marked  by  deep  grooves. 

fat.  In  other  cases  cartilage  is  developed  in  them, 
and  more  rarely  they  become  calcified  or  ossified. 
As  they  increase  in  size  they  get  more  pedunculated, 
and  occasionally  are  completely  detached,  thus  forming 
one  of  the  varieties  of  "  loose  bodies  in  joints." 

The  synovial  fluid  in  the  early  stages  of  the  disease  is 
commonly  increased,  frequently  to  a  very  great  extent  ; 
it  is  usually  more  cloudy  and  tenacious  than  is  natural. 
As  the  arthritis  advances,  the  secretion  is  Uable  to 
diminish,  and  to  become  still  more  thick  and  viscid. 

The  changes  in  the  bones  are  very  characteristic. 
The  cartilage  being  worn  away,  the  articular  bone  is 
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Fig.  79. 


exposed,  and,  in  consequence  of  the  friction  to  which 
it  is  subjected,  becomes  smooth  and  poUshed.  The 
subjacent  cancellous  tissue  also  undergoes  rarefaction 
and  atrophy,  with  the  result  that  the  degenerate 
osseous  tissue  is  quickly  worn  away  in  the  movements 
of  the  diseased  joint.  The  surface  bone,  by  reason  of 
the  attrition,  becomes  smooth  and  polished,  ivory-like 
or  eburnated,  and  is  usually  not  worn  evenly,  but  in 
grooves.  These  are  to  be  attributed  to  the  rubbing 
of  the  opposed  bone-lamella5, 
which  are  arranged  at  right 
angles  to  the  articular  surface, 
and  tend  to  scrape  theopposing 
bone  as  might  the  teeth  of  a 
comb.  As  a  rule,  the  cancel- 
lous bone  is  not  exposed  by 
the  atrophic  process,  for  as  the 
surface  layer  of  smooth  bone 
is  worn  away  it  is  as  constantly 
reproduced.  This,  however,  is 
not  always  the  case,  and  some- 
times the  enlarged  Haversian 
canals  may  be  seen  opening  on 
to  the  articular  surface,  and 
giving  the  bone  a  "  worm- 
eaten  "  appearance.  In  some 
articulations  there  is  also  a 
formation  of  very  dense  and 
porcelain-like  bone,  which  is 
met  with  in  no  other  form  of 
joint  disease.  It  is  developed 
where  there  has  been  much 
friction,  and,  on  account  of 
its  white  appearance,  is  called  "  porcellanous." 

But  whilst  these  changes  are  in  progress  where  the 
bone  is  exposed  to  friction,  other  changes  ensue  at  the 
articular  margins.  Here, as  has  already  been  described, 
the  nodular  osteophytes  are  developed  from  the  car- 
tilaginous outgrowths,  and  by  a  continuation  of  the 


The  Upper  Part  of  a 
Femur  from  a  case  of  Osteo- 
arthritis. The  cartilage  of 
the  head  has  beeu  destroyed, 
and  the  articular  bone  is 
smooth,  polished,  and  worn 
down.  Several  nodular  os- 
teophytes have  developed 
ou  the  neck. 
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wearing  away  of  articular  bone  and  the  production  of 
tiiese  bony  "  lips,"  the  shape  of  the  articulating  sur- 
faces becomes  profoundly  changed.  Thus,  in  the  hip, 
the  head  of  the  femur  is  worn  away  and  flattened, 
whilst  from  the  margins  of  the  articular  cartilage 
nodular  growths  ai-ise.  In  the  course  of  time  the  whole 
head  may  be  absorbed,  and  the  articular  surface  may 
be  formed  by  the  pohshed  stump  of  the  neck.  In  the 
acetabulum,  the  floor  is  polished  and  smooth,  and  the 
margins  worn  away  and  overgrown  by  new  bone,  so 
that  the  shape  and  even  the  position  of  the  cavity  are 
quite  altered. 

Osteophytes  are  also,  but  moi'e  rarely,  developed  at 
the  points  of  insertion  of  muscles,  or  in  the  capsule 
close  to  its  attachment  to  the  bone. 

The  ligaments  share  in  the  general  destruction, 
and,  like  the  other  tissues,  seem  rather  to  degenerate 
and  wear  away  than  to  be  destroyed  by  any  active 
process.  If  examined  when  fresh,  their  texture  is 
seen  to  be  more  loose  than  natural,  and  then'  surface 
presents  a  ragged  or  frayed  appearance.  On  account 
of  theii'  softened  condition,  they  tend  to  allow  the 
articulating  surfaces  to  be  displaced  and  loosened. 

In  many  cases  the  tissues  outside  the  aflected 
joints  suffer.  Thus,  the  neighbouring  muscles  waste, 
the  subcutaneous  tissues  become  oederaatous,  and  the 
skin  is  often  shiny  and  smooth.  Tendons  also  in  the 
near  neighboui-hood  fibrillate  and  wear  away,  just  as 
do  the  intra-articular  ligaments.  This  change  is  best 
seen  in  the  shoulder-joint,  where  the  part  of  the  long 
tendon  of  the  biceps  which  lies  within  the  capsule  is 
usually  found  either  thinned  and  flattened  or  else 
entirely  absorbed. 

The  patients  who  are  the  subjects  of  osteo-ai-thritis 
are  usually  over  middle-age,  but  the  young  are  not 
always  spared.  Sometimes  only  one  lai'ge  joint, 
and  that  by  preference  the  hip  or  the  shoulder,  is 
aftected ;   in  other  cases   several    articulations  are 
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attacked,  and,  when  the  knee  is  implicated,  the  disease 
is  commonly  symmetrical.  In  the  case  of  the  hands, 
all  the  finger-joints  are  liable  to  be  diseased.  However 
long  osteo-arthritis  lasts,  it  never  causes  true  anchy- 
losis, except  when  the  vertebrae  are  involved.  It 
frequently  results  in  great  and  serious  impairment  of 
the  mobility  of  the  joints,  but  this  is  explained  by  the 
alterations  in  the  shape  of  the  articular  surfaces,  by 
the  destruction  of  the  cartilage,  and  by  the  thicken- 
ing of  the  synovial  membrane.  In  other  cases,  undue 
mobility  and  laxity  result  from  destruction  of  liga- 
ments and  wearing  down  of  the  articular  bone. 

Osteo-arthritis  is  usually  very  chronic  and  slow  in 
its  progress,  but  is  occasionally  of  tolerably  acute  onset, 
and  progresses  rapidly.  When  occurring  in  early  liie, 
it  is  more  Hable  to  attack  manv  joints  than  when  it 
commences  in  old  age. 

Osteo-arthritis  appears  to  follow  attacks  of  acute 
rheumatism  in  a  very  small  percentage  of  all  cases,  and 
certainly  is  most  common  in  patients  of  a  rheumatic 
or  gouty  descent.  In  many  instances  it  is  apparently 
to  be  attributed  to  frequent  exposure  to  cold  and  wet 
as  well  as  to  insufficient  nourishment.  In  the  case 
of  the  hip,  it  is  certainly  sometimes  induced  by  an 
injury,  especially  by  a  fall  on  the  trochanter.  This  is  a 
fact  of  much  clinical  importance,  and  affords  a  ready 
explanation  for  those  cases  where  shortening  and  ever- 
sion  of  the  thigh  follow  wichin  a  few  months  of  a  fall 
on  the  hip  When  the  result  of  injury,  osteo-arthritis 
appears  often  to  progress  with  unusual  rapidity,  and 
the  deformity  it  causes  may  easily  be  mistaken  for 
fracture  '     °™       '"^"^^'^''^  intracapsular 

The  true  pathology  of  osteo-arthritis  is  still  obscure 
In  Its  nature  it  seems  to  be  more  degenerative  than 
nflammatory,  but  whether  it  is  the  result  of  an 

of  lout  T'"''i-  expression 
ot  gout  or  rheumatism,  or  whether,  as  is  supposed 
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by  some,  of  neurotic  origin,  is  at  present  a  matter  of 
doubt. 

CHARCOT'S  DISEASE— TABETIC  ARTHRO- 
PATHV. 

Charcot's  disease,  as  it  is  met  witb  in  this  country, 
is  a  form  of  arthritis,  allied  to  osteo-arthritis,  which 
is  developed  in  connection  with  tabes  doi-salis.  It  is 
met  with  in  but  a  small  percentage  of  cases  of  tabes, 
and  often  commences  when  the  tabetic  symptoms  are 
but  little  marked,  or  even  unnoticed  by  the  patient ; 
very  frequently  it  occurs  before  there  is  any  evidence 
of  ataxic  gait.  As  described  by  Charcot,  the  cUsease 
is  usually  of  very  sudden  onset,  the  affected  articula- 
tion becoming  distended  with  effusion  within  twenty- 
four  or  thirty-six  hours,  without  any  apparent  cause. 
This  swelling  of  the  joint  is  often  accompanied  by 
swelling  of  the  neighbouring  soft  tissues,  which  do 
not,  however,  pit  on  pressure  to  any  extent.  In  some 
instances  the  effused  fluid  is  absorbed,  and  the  joint 
returns  to  its  natural  condition;  but  in  others,  and 
these  unfortunately  are  the  more  common,  the  effusion 
is  but  the  commencement  of  a  series  of  changes,  which 
rapidly  terminate  in  the  destruction  of  the  articula- 
tion. Within  a  few  weeks  or  months  from  the  first 
attack  the  patient  notices  that  the  joint  gets  weaker 
and  gives  way  under  him,  and,  in  a  very  short  time, 
undue  mobility,  with  the  production  of  a  "  flail  joint," 
movable  in  all  directions,  or  else  actual  dislocation 
ensues.  One  of  the  most  noticeable  of  the  clinical 
features  is  the  entire  absence  of  pain  throughout  the 
progi-ess  of  the  case. 

If  such  a  joint  be  examined,  it  will  be  found 
that  the  morbid  appearances  are  very  similar  to  those 
met  with  in  osteo-iu-thritis.  But  just  as  Charcot's 
disease  differs  in  its  clinical  course  from  osteo-arthritis 
in  the  rapidity  of  the  destruction  and  the  exceeding 
mobility,  or  even  dislocation,  of  the  articulation,  so 
ill  its  anatomical  aspects  it  difiers  in  the  extent  of 
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the  destructive  changes  rather  than  in  their  cha- 
racter. 

The  synovial  membrane  and  its  secretion  show  the 
same  appearances  which  have  been  described  as  occui- 
ring  in  osteo-arthritis,  but  the  synovial  fluid  is  almost 
always  greatly  inci'eased  in  quantity. 

The  cai'tilages  fibrillate  and  wear  away,  and  from 


Fig.  80. 


Kiiee-joiiit  from  a  case  of  Ohav- 
cot's  disease,  sbowiug  the  exces- 
sive wearing  away  of  the  bones 
and  the  displacement  of  the 
articular  surfaces. 


Fig.  81. 


Another  view  of  the  bones 
depicted  iu  the  last  figure, 
showing  the  complete  ivear- 
ing  away  of  one  of  the  femoral 
condyles. 


their  margins  spring  ecchondroses.  The  ligaments  also 
fibrillate,  stretch,  and  waste. 

The  most  characteristic  changes  are  found  in  the 
bones.  Those,  in  typical  cases,  are  worn  down  to 
an  extent  never  seen  in  o.steo- arthritis,  and  are 
moreover  often  simply  worn  down  without  any  new 
bone  being  produced,  as  is  common  in  the  '  latter 
•hsease.  In  typical  cases  the  whole  of  the  head  of 
the  femur  or  humerus,  the  condyles  of  the  femur  or 
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the  head  of  the  tibia,  are  ground  down  and  destroj^ed 
as  if  they  had  been  rubbed  away  by  a  grindstone  or 
a  file.  It  is  this  extensive  destruction  of  bone,  even 
more  than  the  wearing  away  of  the  Hgaments,  which 
must  be  held  accountable  for  the  dislocations  and 
undue  mobility  above  mentioned. 

It  is  evident  that  bones  which  wear  away  in  this 
manner  must  be  in  a  state  of  advanced  degeneration, 
an  d  to  such  an  extent  are  they  sometimes  degenerated 
that  spontaneous  fracture  ensues,  a  complication  which 
never  occurs  in  simple  osteo-arthritis. 

From  the  above  description  it  would  appear  that 
Charcot's  disease  is  justly  separable  from  osteo- 
arthritis, and  that  typical  specimens  of  the  one  can  be 
easily  recognized  and  diflferentiated  from  those  of  the 
other.  It  would,  however,  be  a  grave  error  to  sup- 
pose that  this  is  always  so,  for  both  clinically  and 
pathologically  numei^ous  connecting  links  may  be 
found,  and  I  have  seen  tabetic  patients  in  whom  the 
joint  disease  has  lasted  for  several  years,  and  whose 
articulations  after  death  were  not  to  be  distinguished 
from  those  of  osteo-arthritis. 

There  has  been  much  discussion  as  to  the  true 
nature  of  Charcot's  disease,  but  although  the  ques- 
tion is  yet  far  from  settled,  the  general  opinion  is  that 
it  is  directly  dependent  upon  degeneration  of  ^  either 
the  spinal  cord  or  of  the  peripheral  nerves,  for  the 
latter  have  been  shown  to  be  aftected  in  cases  of 
tabes.  If  this  be  true,  the  joint  aftection  must  be 
classed  as  a  neurosis,  and  thus  becomes  strictly  com- 
parable with  the  perforating  ulcers  of  the  foot,  which 
are  also  common  in  patients  with  sclerosis  of  the 
posterior  columns  of  the  cord.  Some  surgeons,  how- 
ever look  upon  Charcot's  disease  as  identical  with 
osteo-arthritis,  and  consider  that  any  dift'orences  are 
explained  by  the  fact  that  the  disease  occurs  in  a 
patient  aftected  by  tabes,  whilst  otliers  consider  that 
the  disease  of  the  spinal  cord  and  of  the  joints  may 
each  be  the  result  of  some  common  cause. 
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in  the  following 


Fig.  82. 


IiOOSE  BODIES  IN-  JOIN-TS. 

The  loose  bodies  found  in  joints  vary  both  in  structure 
and  origin.  They  may  occur  in  articulations  other- 
wise healthy,  or  may  complicate  osteo-arthritis  and 
chronic  synovitis. 

Loose  bodies    may  be  formed 
ways : — 

First,  as  the  result  of  an  injury,  a  portion  of  syno- 
vial membrane  sometimes 
becomes  thickened  and  in- 
durated. It  is  probable  that 
this  condition  originates  in  a 
rent  or  tear  of  the  membrane, 
which  is  subsequently  pinched 
and  dragged  upon  in  the  move- 
ments of  the  joints,  and  is 
kept  in  a  state  of  chronic  in- 
flammation. Bodies  of  this 
nature  consist  of  fibrous  tis- 
sue, fat,  and  inflammatory 
products.  They  are  attached 
by  pedicles,  which  tend  to 
become  longer  and  thinner 
the  longer  the  growths  exist. 

Secondly,  in  osteo-arthritis,  as  already  described,  the 
synovial  membrane  is  liable  to  become  covered  more 
or  less  thickly  with  pedunculated  growths  springing 


A  Thickened  Portion  of 
Synovial  Membrane,  which 
formed  a  loose  body  in  the 
knoo-joint. 
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from  the  normal  fringes,  and  consisting  of  fibrous 
tissue  or  cartilage.    These  bodies,  although  at  first 

Fig.  83. 


Tho  Condyles  of  a  Femiiv  from  a  case  of  Osteo-artln-itis, 
showing  a  nodular  osteophyte  merely  attached  by  a  slender 
pedicle  of  syuoviLil  membrane. 

attached,  may  be  separated  and  cast  loose  into  the 
synovial  cavity. 

Thirdly,  in  osteo-arthritis  the  ecchondroses  which 

Fig.  84. 


Two  Portions  of  Articular  Cartilage, apparently  from  the 
Fonroral  Condyles.  They  wore  removed  by  operation,  one 
from  the  right  knee,  the  other  from  the  left. 

Sljrin<^  from  the  margins  of  the  articular  cartilage, 
and  consist  of  cnrtilage  and  bone,  may  become  de- 
tached and  either  remain  in  the  substance  of  the 
synovial  membrane  itself  or  else  become  loose  in  its 
cavity. 
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Fourthly,  in  some  cases  portions  of  the  articular  car- 
tilage are  found  as  loose  bodies.  It  is  supposed  that 
they  may  become  separated  either  directly  by  the 
appKcation  of  violence,  or  may  exfoliate  as  the  result 
of  some  impairment  of  their  vitality  by  an  injury. 
I  have  also  seen  a  loose  body  formed  by  the  partial 
detachment  of  one  of  the  semilunar  cartilages. 

Fifthly,  in  cases  where  there  has  been  effusion  of 
blood  or  of  inflammatory  exudation,  masses  of  fibrin 
and  blood-clot  may  remain  in  the  synovial  cavity. 

Sixthly,  blood  may  be  effused  into  the  substance  of 
a  synovial  fringe,  and  may  subsequently  be  organised 
into  a  hai-d  fibrous  lump. 

Seventhly,  in  one  case  a  loose  body  was  found 
to  have  been  formed  around  the  point  of  a  broken 
needle. 

Some  of  these  modes  of  formation  of  loose  bodies 
are  of  great  rarity,  and  it  is  quite  certain  that  the 
large  majority  of  specimens  are  derived  in  the 
manner  described  under  the  first  three  heads.  In 
the  absence  of  injmy,  it  appears  probable  that  osteo- 
arthritis must  be  held  responsible  for  the  laro-er 
number.  ° 

If  a  loose  body  is  left  in  a  joint,  free  to  move  about 
without  restraint,  it  commonly  sets  up  a  chronic 
synovitis,  and,  through  causing  sudden  wi-enches  of 
the  articulation  whilst  in  use,  often  brings  on  an 
attack  of  acute  synovitis.  The  usefulness  of  the  limb 
IS  sometunes  seriously  impaired. 

Of  all  joints,  the  knee  is  the  one  in  which  loose 
bodies  are  most  frequently  found,  but  the  hip,  the 
shoulder,  and  the  elbow  are  occasionally  affectecl. 

Internal  derangement.-The  subject  of  internal 
derangement  is  one  which  may  be  briefly  dealt  with 
m  connection  with  that  of  loose  bocUes  in  joints,  for 
there  IS  some  similarity  in  the  symptoms  caused  by 
these  two  affections.  The  term  is  applied  to  cases  in 
which  a  joii^t,  especially  the  knee,  occasionally  becomes 
suddenly  locked  or  fixed  so  as  to  temporarily  prevent 
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ail  movement.  It  is  now  tolerably  clear  that  this 
condition  is  generally  the  result  of  an  injury  to  the 
ligaments  which  fix  the  semilunar  cartilages,  resulting 
in  their  displacement  when  any  strain  is  suddenly 
thrown  upon  the  limb.  Beyond  the  inconvenience 
of  such  attacks,  and  the  synovitis  which  follows  them, 
no  ill  results  ensue. 


JOINT  DISEASE  IN  HJEMOPHZIiZA, 

In  the  disease  known  as  haemophilia,  or  the  hsemor- 
rhagic  diathesis,  i.e.,  in  patients  who  are  commonly 

known  as  "  bleeders," 


■PiG.  85. 


Knee-joint  from  a  "  Bleeder."  Tbe 
synovial  membrane  is  stained  with 
blood,  and  a  roughened  spot  in  the 
outer  condyle  of  tlio  femur  indicates 
the  place  where  the  patella  was  fixed 
bv  fibrous  adhesions. 


the  joLats  are  liable 
to  become  temporarily 
swollen  after  slight  in- 
juries, and,  after  many 
such  sweUings,  some- 
times become  stifi:'. 
Specimens  of  joints 
affected  in  this  way 
are  very  rarely  met 
with  ;  but  in  two  cases 
which  occurred  in  St. 
Bartholomew's  Hos- 
pital, in  which  death 
resulted  from  pro- 
longed hajmorrhase 
follo-\\ang  slight  slan 
wounds,  an  opportu- 
nity was  afforded  of 
examining  many  of 
the  articulations. 
These  specimens  were 
described  by  Dr.  Wick- 


ham  Legg  at  meetings  of  tlie  Pathological  Society  m 
1 88 1  and  1885,*  and  allusions  were  made  by  him  to 
two  other  cases  which  have  been  recorded, 

*  See  vol.  xxxiii.  p.  412,  and  vol.  xxxvi.  p.  4SS. 
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It  would  appear  that  tlie  swellings  of  the  joints  are 
the  result  of  hsemorrhages,  and  that,  either  from  the 
ii'ritation  caused  by  the  frequent  presence  of  clot  in 
the  joint  or  from  the  constitutional  condition  of  the 
patient,  the  cartilages  and  synovial  membrane  undergo 
further  changes.  The  former  fibrillate  and  break  up  on 
their  free  surfaces,  and  become  lipped  at  their  margins 
as  in  osteo-arthritis,  whilst  the  synovial  membrane 
remains  more  or  less  stained  by  blood,  and  thickened 
by  fibrous  tissue.  In  one  of  the  joints  in  the  museum 
of  St.  Bartholomew's  Hospital — a  knee — there  had 
further  been  a  tough  fibrous  adhesion  formed  between 
the  under-surface  of  the  patella  and  the  condyle  of  the 
femur  (see  Fig.  85).  The  ligaments  were  not  notice- 
ably affected.  The  bones  were  healthy,  and  there  was 
no  appearance  of  ulceration  of  the  cartilages,  or  of 
such  pulpy  swelHng  of  the  synovial  membrane,  as  is 
usual  in  strumous  disease.  It  is  probable  that  similar 
conditions  are  common  in  the  joints  of  bleeders,  and 
would  evidently  satisfactorily  account  for  the  symptoms 
met  with  in  such  patients. 

SYWOVIAI.   CYSTS   XN   C01\rWECTI0N-  WITH 
JOINTS. 

The  occurrence  of  large  cysts  containing  synovial 
fluid  in  connection  with  joints  was  first  noticed  by 
Mr.  Morrant  Baker,  and  recorded  by  him  in  vols.  xiii. 
and  sxi.  of  the  "  St.  Bartholomew's  Ilosi^ital  Eeports.'' 
Since  the  publication  of  the  first  paper  twelve  years  have 
elapsed,  and  during  that  time  many  other  cases  have 
been  observed,  in  several  of  which  I  have  had  oppor- 
tunities of  examining  the  joints  after  removal.  Some 
ot  these  have  been  described  by  Mr.  D'Arcy  Power  in 
papers  in  the  Pathological  Society's  "  Transactions."  * 

From  a  consideration  of  the  various  recorded  cases  - 
and  dissected  specimens,  it  seems  safe  to  draw  the 
lollowmg  conclusions  : — 

*  Vol.  xxxvi.  p.  337,  and  vol.  xxxvii. 
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First,  a  cyst  may  exist  in  connection  with  a  joint 
which  is  itself  perfectly  healthy,  but  if  the  cyst  in- 
flame, as  the  result  of  injury  or  of  surgical  treatment, 
disease  of  the  ai'ticulation  may  secondarily  result. 

Secondly,  in  cases  of  osteo-arthritis  and  of  Charcot's 
disease,  cysts  may  form,  and  it  is  probable  that  they 
are  more  common  in  connection  with  these  affections 
than  under  any  other  circumstances. 

Thirdly,  synovial  cysts  may  complicate  strumous  or 
tubercular  disease  of  joints. 


Fig.  86. 


Posterior  View  of  a  Normal  Auklo-joiut  injected  with 
Gelatine,  to  sliow  the  unmerous  small  protrusions  of 
synovial  membraue  through  the  posterior  ligameut,  (From 
a  spccimeu  in  the  museum  of  St.  Thomas's  Hospital.) 

Synovial  cysts  appear  to  originate  in  some  cases  in 
the  distension  of  a  bursa  which  normally  communicates 
with  the  joint,  nnd  it  is  evident  that,  where  there  is 
a  direct  continuity  between  the  cavity  of  a  joint 
and  that  of  a  bursa,  any  inflammatory  condition  may 
extend  from  the  one  to  the  other. 

In  other  cases  the  cyst  appears  to  be  formed  by  a 
hernial  protrusion  of  synovial  membrane  which  has 
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been  softened  by  inflammation  and  distended  by  fluid  ; 
and  in  yet  other  instances  it  appears  that  the  fluid  is 
free  in  the  tissues  and  not  confined  by  any  definite 
sac,  the  synovial  membrane  having  given  way  at  some 
point. 

In  Fig.  86 — which  is  a  drawing  of  a  specimen  pre- 
pared by  Mr.  Shattock — it  is  seen  very  plainly  that 
even  in  a  normal  joint  there  is  a  tendency  to  pro- 
trusion of  small  pouches 
of  synovial  membrane  be-  ^7- 
tween  the  fibres  of  the 
capsule,  and  it  is  easy  to 
understand  that  such  pro- 
trusions might  readily  in- 
crease in  case  of  softening 
by  inflammation  or  dis- 
tension by  excessive  syno- 
vial fluid. 

Cysts  formed  in  one  of 
these  ways  may  attain  con- 
siderable size,  and  I  have 
seen  one  in  connection 
with  the  knee  which  con- 
tained a  pint  of  clear  syno- 
vial fluid. 

One  of  the  most  impor- 
tant features  presented  by 
these  cysts  is  the  distance 
at  which  the  main  swelling 
may  be  situated  from  the 
articulation  with  which  it 
is  really  connected.  I  have 
seen  a  cyst  which  was 
situated  below  the  middle  of  the  calf,  and  which  did 
not  seem  to  have  any  connection  at  all  with  the  knee, 
ior  the  latter  was  freely  movable,  painless,  not  swollen, 
and  no  flmd  could  be  pressed  from  the  cyst  into  the 
synovial  cavity.  Yet  a  year  and  a  half  later,  when 
amputation  of  the  thigh  had  to  be  performed  for 


A  Knee-jniut  with  a  Syno- 
vial Cyst.  One  piece  of  cath- 
eter has  been  passed  from 
the  articulation  into  the 
upper  part  of  the  cyst,  and 
another  piece  along  an  ex- 
tension of  the  cyst  on  the 
inner  side  of  the  calf. 
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destructive  disease  of  the  joint,  I  was  able  to  find  a 
naiTow  track  leading  from  the  cyst  into  the  outer 
side  of  the  knee.  The  specimen  is  figured  in  the 
accompanying  drawing  (see  Fig.  87).  It  is  evident 
that  such  pathological  facts  as  these  have  a  great 
clinical  importance,  for,  if  not  recognized,  synovial 
cysts  may  be  mistaken  for  chronic  abscesses,  and  laid 
open,  with  the  serious  risk  of  exciting  acute  arthritis. 
Synovial  cysts  may  occur  in  connection  with  almost 
any  joint,  but  they  apjaear  most  frequently  in  con- 
nection with  the  knee,  and,  after  it,  with  the  hip, 
elbow,  and  shoulder. 


(   36i  ) 


CHAPTER  XLII. 

DISEASES  or  JOINTS— {continued). 

•    SCROFUI.Ot7S   OB   TUBERCVZiAR  DISEASE  OP 

JOZN-TS. 

The  general  pathology  of  scrofula  or  struma  has  been 
discussed  in  an  earlier  part  of  this  work,  and  the 
relation  which  it  beai's  to  tubercle  has  already  been 
pointed  out. 

Scrofulous  disease  of  joints  displays  in  a  most 
characteristic  manner  all  the  essential  features  of  a 
typical  strumous  inflammation.  The  process  is  ex- 
ceedingly chronic  ;  is  liable  to  extend  from  its  original 
seat  to  neighbouring  structures ;  is  attended  by  little 
or  no  tendency  to  repair ;  the  inflammatory  products 
are  very  liable  to  caseate,  and  chronic  abscesses  are 
common. 

Joint  disease  of  this  nature  has  been  described 
by  various  surgeons  under  diflferent  names.  Thus, 
m  England,  the  term  "pulpy  degeneration  of  the' 
synovial  membrane,"  originally  employed  by  Brodie, 
has  for  long  been  in  common  use,  whilst,  in  Germany 
"  tumor  albus,"  or  white  swelling,  has  been  employed 
to  denote  the  usual  absence  of  acute  inflammatory 
symptoms. 

The  patients  who  are  most  liable  to  this  form  of 
arthj'itis  are  certainly  young  children  from  three  to 
twelve  years  of  age,  and  as  puberty  is  approached,  not 
only  does  strumous  disease  become  less  frequent,  but 
the  tendency  to  repair  is  also  greater.    It  would 
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however,  be  a  grave  error  to  suppose  that  adults  are 
exempt,  for  there  is  no  period  of  Hfe,  even  up  to 
extreme  old  age,  in  which  tubercular  arthritis  may 
not  occur. 

The  joints  most  often  affected  are  the  hip  and  the 
knee ;  after  these  the  elbow,  ankle,  and  shoulder. 
Disease  of  the  wrist  is  not  very  common  in  young 
children,  but  is  comparatively  frequently  seen  in 
young  adults.  In  some  cases  there  is  clear  evidence 
that  the  arthritis  has  been  started — as  may  any  other 
strumous  process — by  an  injury  ;  but  it  is  quite  certain 
that  this  is  not  always  the  case,  and  I  have  seen 
scrofulous  arthritis  originate  whilst  the  patient  has 
been  at  complete  rest  in  bed  for  the  treatment  of 
other  affections. 

It  is  tolerably  certain  that  tubercular  disease  com- 
mences either  in  the  articular  bone  or  in  the  synovial 
membrane,  and  that  it  is  never  primary  in  either  the 
cartilages  or  ligaments.  In  some  joints,  e.g.,  the  knee, 
the  synovial  membrane  is  the  starting-place  in  the 
large  majority  of  cases;  in  other  joints,  e.g.,  the  hip, 
the  bone  appears  to  be  primarily  affected  in  most 
instances. 

Taking  the  knee  as  a  good  example  of  a  hinge- 
joint,  and  as  one  in  which  the  disease  is  often 
primarily  synovial,  the  following  changes  may  be 
described : — 

The  synovial  membrane  becomes  swollen,  soft, 
and  succulent.  Its  colour  changes  to  a  greyish  tint, 
and,  on  section,  it  appears  gelatinous.  The  surface  re- 
mains smooth  for  some  time,  biit  gradually  assumes  a 
roughened  or  shreddy  appearance,  and  in  time  becomes 
converted  into  true  granulation  tissue.  As  the  disease 
advances,  the  membrane  becomes  soft,  p"lpy,  !"i<^ 
friable,  and  here  and  there  minute  masses  of  caseous 
matter  develop.  The  synovial  secretion  is  very 
slif^htly  increased,  and  there  is  seldom  more  than  an 
ounce  or  so  of  fluid  in  the  synovial  cavity.  The  fluid 
is,  however,  altered  in  quality,  being  opalescent  from 


TUBERCULAR  ARTHRITIS. 


363 


admixture  with  the  products  of  inflammation,  and  for 
the  same  reason  containing  shreds  of  fibrin  which 
tend  to  be  deposited  on  the  synovial  membrane  and 
cause  in  part  the  roughened  surface  of  the  latter. 
The  general  swelling  of  the  articulation  in  such  cases 
is,  therefore,  not  the  result  of  efFusion  into  the  joint, 
but  of  the  swollen  state  of  the  synovial  membrane 
itself;  and  it  is  to  the  same  cause  that  we  must 
attribute  the  obliteration  of  the  fossfe  on  each  side  of 
the  i^atella,  and  the  concealment  of  the  normal  bony 
prominences. 

When  fiilly  estabHshed  in  the  synovial  membrane, 
the  disease  soon  extends  to  the  cartilages.    In  the 

Fig.  88. 


Ulceration  of  the  Cartilages  of  the  Lower  Articular 
Surface  of  tlie  Femur. 

earlier  stages  the  latter  are  .simply  overlapped  at  their 
margms  by  the  swollen  membrane,  which  can  easily 
be  lifted  off;  but,  as  the  inflammatory  process  extends, 
the  synovial  membrane  becomes  adherent  to  the 
margins  of  the  cartilages,  and  cannot  be  separated 
without  tearing  its  structure.  If  this  be  done,  it  will 
be  found  that  the  subjacent  cartilage  is  pitted  and 
ulcerated.  The  inflammatory  process  has  extended 
trom  the  soft  parts,  the  cartilage  has  been  vascularised 
by  oflshoots  of  the  synovial  .vessels,  and  in  it  the 
same  slow  but  persistent  destructive  changes  have 
commenced. 


364 


TUBEKCULAR  ARTHRITIS. 


By  a  continuance  of  these  changes  the  whole  depth 
of  the  cartilage  is  ulcerated  through,  and  the  bone 
in  its  turn  is  affected.  Osteitis  supervenes,  and  the 
femur,  patella,  or  tibia,  as  the  case  may  be,  becomes 
the  seat  of  strumous  caries,  with  its  accompanying 
rarefaction  and  destruction  of  the  cancellous  bone,  its 
caseation  of  inflammatory  products,  and  its  absence  of 
formation  of  new  bone  from  the  periosteum.  A 
clinical  examination  of  a  strumous  knee-joint  often 
giyes  the  impression  that  the  bones  are  thickened, 
and  in  former  times  it  was  customary  to  speak  of 
"  expansion  "  of  the  articular  ends.  It  has  already 
been  pointed  out,  at  p.  278,  that  inflamed  bone  never 
truly  expands,  and  it  may  be  added  that  in  cases  such 
as  those  under  consideration  the  feeling  of  enlarge- 
ment of  the  bone  is  almost  always  delusive,  and  that 
an  examination  of  the  parts  after  removal  shows  that 
there  is  usually  no  formation  of  sub-periosteal  new 
bone,  but  mei-ely  thickening  and  inflammation  of  the 
su^perjacent  soft  tissues. 

The  ligaments  share  in  the  general  destruction. 
Inflammatory  exudation  separates  their  fibres,  and 
destroys  their  normally  dense  structure.  They  soften, 
become  shreddy,  and  gradually  stretch,  or  ulcerate 
away. 

The  whole  of  the  changes  described  above  may 
occur  without  the  formation  of  any  collection  of  pus, 
but  this  is  not  usually  the  case.  Inflammatory  pro- 
cesses extend  to  the  neighbouring  soft  tissues,  and 
chronic  abscesses  either  originate  in  them,  or  else  the 
softened  synovial  membrane  yields  an  exit  to  some  of  its 
secretion,  and  the  abscess  in  the  soft  tissue  dii-ectly 
communicates  with  the  synovial  cavity,  or  with  some 
portion  of  it  which  has  been  shut  off  by  adhesions. 
When  these  abscesses  burst,  and  their  contents  are 
exposed  to  contamination  by  the  external  surround- 
ings, the  formation  of  pus  in  them  is  often  greatly 
increased  on  account  of  a  more  acute  inflammation 
of  the  abscess-sac.    In  some  cases  this  profuse  for- 
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mation  of  pus  subsides  after  a  few  weeks  ;  in  others,  it 
continues  for  many  months. 

The  position  of  the  diseased  joint  is  always 
one  of  flexion,  and  many  theories  have  been  originated 
to  account  for  the  fact.  It  may  be  stated  at  once  that 
"  the  position  of  flexion  is  not  hmited  to  the  knee,  but 
that  all  diseased  joints  are  Hable  to  be  flexed.  The 
most^  simple  explanation,  and  I  believe  the  only  true 
one,  is  that  it  is  the  normal  position  of  "  rest,"  and  is 
the  one  in  which  there  is  least  pain.  A  moment's 
reflection  is  sufficient  to  convince  any  one  that,  even 
in  a  state  of  health,  flexion  is  the  natural  position  of 
rest,  and  that  it  is  the  one  in  which  all  textures  are 
most  relaxed— in  which  there  is  the  least  tension. 

A  difierent  explanation  is,  however,  given  by  some 
writers.  It  is  stated  that  when  the  terminal  filaments 
of  the  articular  nerves  are  irritated,  there  is  a  general 
tendency  to  reflex  muscular  contraction,  and  that 
those  muscles  which  are  the  strongest  prevail  •  the 
supposed  greater  strength  of  the  flexors  of  the  knee 
IS  therefore  held  to  account  for  its  bent  position 

Other  surgeons  have  experimented  by  iniectin.^ 
fluid  into  the  capsule  of  the  knee  or  the  hip  of  a 
dissected  hmb,  and  have  shown  that  when  the  capsule 
IS  distended  the  joint  in  que..tion  is  mechanicaUy 
flexed.  This  also  has  been  adduced  as  an  explanation 
ot  the  flexed  position  of  a  diseased  articulation,  but 
IS  evidently  insufficient.  In  strumous  cases  there  is 
practically  never  acute  distension  of  the  capsule,  and, 
on  the  other  hand  m  some  cases  of  gi-eat  efi-usion- 
e.g.,^  m  hydrarthrosis-there  is  no  flexion  at  all  There 
IS  indeed  no  sufficient  reason  for  believing  that 
m  .strumous  disease  distension  of  the  capsule  ever 
mechcm^cally  causes  flexion,  but  I  have  no  doubt  th.S 

tfZT  f  P?''^'     ^"^^'^^'^■'^  indirectly,  for, 

as  I  have  already  said,  the  joint  is  re>.%  placed  in 
the  position  of  rest  and  of  least  tension 

awav  ftp  yield  and  the  bones  ulcerate 

away,  the  tibia  becomes  displaced  backwards,  partly 
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by  its  own  weight  and  partly  by  the  continued  action 
of  the  ham-strings.  Further,  by  reason  of  the  ten- 
dency that  the  lower  extremity  always  has  to  rotate 
outwards  if  the  continuity  of  its  bony  supports  is 
in  any  way  interfered  with,  and  perhaps  on  account 
of  the  contraction  of  the  strong  biceps  muscle,  ex- 
ternal rotation  commonly  ensues,  and  finally  the 
articular  surface  of  the  tibia  is  to  a  great  extent  dis- 
placed from  that  of  the  femur. 

The  muscles  of  the  thigh  and  leg  are  always 
atrophied  in  cases  of  strumous  disease  of  the  knee, 
and  on  account  of  this  atrophy,  which  afi'ects  their 
length  as  well  as  their  thickness,  it  becomes  impos- 
sible after  a  time  to  replace  the  dislocated  bones 
in  their  normal  position.  This  difficulty  is  enhanced 
by  the  fact  that  after  some  length  of  time  the  other 
soft  tissues  besides  the  muscles  accommodate  them- 
selves to  the  altered  position  of  the  parts,  and  become 
proportionately  shortened  on  the  side  of  flexion.  The 
tibia  and  femur  in  cases  of  long-standing  disease  also 
waste,  and  cease  to  develop  naturally — a  condition 
which  is  of  much  chnical  importance  in  considering 
the  advisability  of  performing  the  operation  of  exci- 
sion on  such  a  joint. 

A  microscopical  examination  of  the  tissues 
in  a  strumous  joint  shows  that  the  process  is  of  a 
tubercular  nature. 

The  synovial  membrane  is  infiltrated  with  inflam- 
matory products,  which  tend  to  undergo  caseous 
degeneration  and  to  form  small  collections  of  pus. 
The  endothelial  lining  of  the  synovial  membrane  is 
destroyed,  and  the  interstitial  granulation  tissue 
comes  to  the  surface,  and  discharges  its  secretion  into 
the  synovial  cavity.  In  the  midst  •  of  this  inflamed 
tissue  are  numerous  primitive  tubercles,  with  their 
giant-cells  and  lymphoid  reticulum.  Tubercle  bacilli 
are  also  to  be  found  in  some  cases,  but  in  my  own 
experience  they  are  met  with  only  in  a  very  small 
mimber. 
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The  ligaments  are  infiltrated  with  cells,  by  which 
their  structure  is  slowly  destroyed. 

The  caitUages  are  vascularized  by  ingrowths  from 
the  contiguous  synovial  membrane,  their  matrix  is 
broken  up  and  eroded  by  the  exuded  leucocytes,  and 
the  cartilage-cells  themselves  multiply  and  undergo 
fattj^^  changes.  The  alterations  in  the  osseous  tissues 
are  similar  to  those  already  described  as  occulting  in 
strumous  osteitis. 


HIP  DISEASE. 

The  term  "  hip  disease  "  is  used  in  a  general  way  to 
imply  strumous  disease  of  that  articulation,  and  it  is 
better  not  to  apply  it  to  cases  of  simple  synovitis  or 
acute  suppurative  arthritis.  The  process  may  originate 
m  the  synovial  membrane,  and  in  that  case  does  not 
materially  differ  in  its  general  characters  from  similar 
disease  above  described  as  attacking  the  knee. 

Hip  disease,  however,  commonly  commences  in  the 
bones,  and  originates  as  a  chronic  strumous  osteitis. 

In  the  femur  the  disease  commences  in  one  of  the 
following  localities— («)  the  cancellous  tissue  im- 
mediately beneath  the  articular  cartilage;  (b)  the 
centre  of  the  head  in  the  immediate  vicinity  of  the 
centre  of  ossification  ;  (c)  the  new  bone  at  the  margins 
of  the  epiphysial  cartilage  between  the  head  and 
neck ;  or  {d)  in  some  other  part  of  the  neck  within 
the  capsule.  In  the  acetabulum  the  inflammation 
attacks  first  the  most  recently  formed  bone  in  the 
neighbourhood  of  the  Y-shaped  cartUage 

In  whatever  part  of  the  bones  the  osteitis  com- 
mences it  gradually  extends  until  it  reaches  the  sur- 
face. Thus,  It  may  extend  laterally  through  the  neck 
and,  by  separating  the  head  of  the  bone  from  the  car- 
tilage of  the  epiphysis,  may  cause  it  to  be  cast  loose  into 
the  articular  cavity  as  a  sequestrum,  or,  commencing 
in  the  neck,  may  pass  outward  until  it  reaches  the 
periosteum,  may  penetrate  the  latter,  and  thus  reach 
the  articular  cavity.    Beginning,  as  it  most  often  does 
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in  the  cancellous  tissue  of  the  head  itself,  it  penetrates 
to  the  under-surface  of  the  articular  cartilage,  and 
sets  up  inflammatory  processes  in  the  latter,  which 
result  either  in  its  perforation  by  ulceration  or  in  its 
separation  in  a  necrosed  condition.  In  any  case  the 
synovial  membrane  and  ligaments  become  secondarily 

affected,  and  a  general  stru- 
mous arthritis  supervenes. 
As  the  process  continues,  the 
cancellous  tissue  forming  the 
head  of  the  bone  is  slowly 
destroyed,  the  margins  of  the 
acetabular  cavity  ulcerate 
away,  and  the  acetabulum 
itself  becomes  carious.  The 
head  of  the  bone  may  now 
sink  into,  and  penetrate,  the 
carious  floor  of  the  aceta- 
bulum, or,  as  is  more  usually 
the  case,  may  be  gradually 
displaced  upwards  over  the 
broken-down  acetabular  mar- 
gin on  to  the  dorsum  Uii,  a 
change  of  position  often  ac- 
companied by  a  corresponding 
extension  of  the  carious  pro- 
cess to  the  compact  bone  of  the 
ilium  itself.  In  other  and  rare 
cases,  this  displacement  of  the 
femur  is  the  result  of  a  sepa- 
ration of  the  head  of  the  bone,  the  neck,  no  longer 
catching  in  the  acetabulum,  being  readily  displaced  by 
the  contraction  and  ten.sion  of  its  attached  muscles. 

The  formation  of  abscesses  is  of  common  occurrence 
in  cases  of  advanced  hip  disease.  If  the  pus  is  first 
formed  Avithin  the  joint,  it  makes  its  exit  either  at  the 
cotyloid  notcli,  at  the  thin  posterior  portion  of  the 
capsule,  or  else  into  the  bursa  beneath  the  psoas 
muscle.     Such  abscesses  point  most  often  on  the 


Portion  of  a  Femur  from 
a  case  of  Hip  Disease.  The 
cartilage  of  the  liead  lias 
been  destroyed ;  tlie  bone  is 
rongh  and  carious,  and  the 
epiphysis  of  the  head  has 
become  separated.  The 
shaft  is  rougliened  by  the 
formation  of  periosteal  uow 
bone. 
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upper  part  of  Scarpa's  triangle,  but  not  infrequently 
they  pass  to  the  outer  side  of  the  limb,  and  come  to 
the  surface  a  little  below  the  trochanter.    In  other 
instances,  especially  when  the  ilium  is  much  diseased 
1^  and  the  acetabulum  perforated,  an  iliac  abscess  forms, 
■  and  points  above  Poupart's  ligament.    More  rarely, 
PP  the  pus  makes  its  way  into  the  cavity  of  the  pelvis, 
and  opens  into  the  rectum  or  bladder ;  or,  when  the' 
shaft  of  the  femur  is  affected,  extends  to  a  consider- 
able distance  down  the  thigh. 

The  natural  position  of  the  limb  is  much  altered 
in  hip  disease,  and  that  in  a  very  characteristic  manner. 
In  the  early  stages  the  thigh  is  flexed,  abducted,  and 
rotated  outwards.    This  position  is  the  one  which 
gives  the  patient  most  ease,  and  is  the  natural  position 
of  the  lower  extremity  when  at  rest.    Flexion  relaxes 
the  ilio-f amoral  ligament ;  abduction,  the  ligamentum 
teres ;  and  rotation  outwards,  the  inner  portion  of  the 
capsule.    In  the  later  stages,  when  the  ligamentum 
teres  has  been  softened  or  destroyed  and  the  capsular 
and  other  ligaments  are  stretched,  the  rotation  out- 
wards and  abduction  are  replaced  by  rotation  inwards 
and  adduction,  for  in  the  relaxed  state  of  the  ligaments 
the  latter  position  tends  to  relieve  pain  by  displacing 
the  head  of  the  bone  from  the  floor  ot  tne  acetabulum 
and  so  preventing  pressure  between  the  opposed  carious 
surfaces. 

In  consequence  of  the  altered  relations  between  the 
temur  and  the  innominate  bone,  and  the  fixation  of 
the  hip-jomt  by  the  muscles,  the  patient  is  led  to  the 
adoption  of  certain  positions  in  order  to  enable  him  to 
put  the  foot  to  the  ground.  The  hip-joint  being  fixed 
m  a  state  of  flexion,  the  mobility  of  the  lumbar  spine 
IS  brought  into  play,  and  the  flexed  limb  is  placed  in  a 
line  with  Its  fellow  by  rotating  the  pelvis  on  its  trans- 
verse axis  and  arching  forward  the  lumbar  spine  (lor- 
dosis). If  the  femur  is  abducted,  the  pelvis  is  tilted 
downwards  so  that  the  anterior  superior  spine  of  the 
diseased  side  is  placed  on  a  lower  level  than  is  that  of 


2  A 


370 


POSITION  IN  HIP  DISEASE. 


the  opposite  side,  and  the  limb,  when  the  patient  is 
placed  in  a  recumbent  posture,  is  "  apparently 
lengthened."  If,  on  the  other  hand,  the  femur  be 
adducted,  the  pelvis  is  tilted  upwards  until  the  thigh 
is  placed  jiarallel  with  its  fellow  ;  the  iliac  spine  is 
thus  placed  on  a  higher  level  than  is  that  of  the 
sound  side,  and  "  apparent  shortening  "  results. 

Real  lengthening  of  the  limb  in  hip  disease  probably 
never  occurs,  but  real  shortening  is  prodL'.Sed  either 
by  absorption  of  bone,  or  by  disease  of  the  epiphysial 
cartilage  and  consequent  arrest  of  growth.  It  is 
important  to  remember  that,  after  all  active  disease 
has  subsided,  a  limb  may  grow  more  slowly  than  that 
of  the  healthy  side,  and  that,  when  a  child  has  re- 
covered without  any  shortening,  it  does  not  follow  that 
in  the  future  the  limb  will  be  as  long  as  its  fellow. 

In  any  case  of  strumous  joint  disease,  a  natural 
cure  may  result,  the  limb  either  completely  i-ecover- 
ing,  or  being  fixed  by  anchylosis  (seep.  372).  In  many 
instances,  however,  in  which  the  disease  has  not  been 
treated  in  an  early  stage,  the  patient  loses  his  life.  A 
fatal  termination  may  be  brought  about  in  one  of 
several  ways. 

In  some  patients,  death  results  from  exhaustion, 
arising  fi'om  the  constant  pain  and  want  of  rest, 
combined  with  the  suppurative  or  hectic  fever  which 
accompanies  the  formation  of  large  quantities  of 
pus.  In  others,  amyloid  disease  of  the  liver,  kidneys, 
and  intestines  supervenes,  and  in  the  remainder 
acute  tuberculosis  or  tubercular  phthisis  terminates 
the  case. 

The  fact  that  tubercle  is  present  in  the  joints  in  the 
majority  of  cases  of  strumous  disease  is  natumlly  of 
great  clinical  importance,  and  affords  a  ready  explana- 
tion for  the  occasional  development  of  a  more  general 
tul)erculosis.  Many  surgeons,  acting  upon  the  assump- 
tion that  the  danger  of  general  infection  is  consider- 
able, have  therefore  advised  the  early  excision  of  all 
strumous  joints.    There  can,  however,  be  no  doubt 
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that  treatment  founded  on  such  ideas  is  not  supported 
by  pathological  investigations,  and  it  is  quite  certain 
that  the  dangers  of  general  tuberculosis  in  any  case 
of  early  joint  disease  placed  under  proper  treatment 
are  very  slight.  On  the  other  hand,  it  is  now  the 
opinion  of  various  Continental  surgeons  that  operative 
interference  with  tubercular  joints  is  itself  liable  to 
promote  general  infection,  and  I  have  myself  seen 
several  cases  in  which  excision  has  been  followed  by 
the  rapid  formation  and  diffusion  of  tubercle.  Lastly, 
it  should  be  remembered  that,  in  even  the  most  com- 
plete excisions,  it  is  generally  impossible  to  be  certain 
of  removing  all  the  tuberculous  tissues. 


.Knee-joint  from  a  Man  who  died  of  Syphilis     The  sviio 
v^l  membrane  :s  thickened  and  infiltra^t^d  by  gu.ZX°;  ' 

SYPHILITIC  DISEASES  Or  THE  JOINTS. 

Syphilis  may  affect  the  joints  in  one  of  three  ways- 
(I)  In  the  early  periods  of  the  constitutional  affection 
at  the  time  when  the  patient  is  suffering  from  the  so 

m  yleThf^^^^  niore\articuf:t1c:i 
S)ULS'f  a  subacute  synovitis.    There  are 

no  recoids  of  post-mortem  examinations  of  such  ioints 

dfffer  f"  ''''  '^'--Ses  in  them  do  not 
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(2)  In  the  later  stages  of  syphilis,  at  a  time  when 
the  patient  is  subject  to  gummatous  oi^  rupial  ulcers, 
to  necrosis  or  caries  of  the  bones,  &c.,  the  synovial 
membrane  may  be  the  seat  of  inflammatory  effusion, 
and  gummatous  masses  may  develop  in  the  synovial 
and  sub-synovial  tissues.  In  such  cases  there  is  much 
thickening  of  the  affected  parts,  and  considerable 
destruction  of  the  articular  structures.    (See  Fig.  90.) 

(3)  The  articular  extremities  of  the  bones  may  be 
affected  in  a  manner  similar  to  the  shafts,  and  an 
inflammation,  commencing  in  the  periosteum,  may 
extend  to  the  neighbouring  joint. 

Considering  the  prevalence  of  syphilis,  the  joints 
are  comparatively  rarely  affected  in  this  disease. 

AWCHYIiOSIS. 

The  term  anchylosis  is  commonly  employed  to  indi- 
cate a  condition  of  complete,  or  partial,  immobility  of 
a  joint,  due  to  adhesions  between  different  portions  of 
the  articular  surfaces. 

In  all  cases  anchylosis  is  the  result  of  pre-existing 
inflammation,  and  the  extent,  position,  and  density  of 
the  adhesions  depend  upon  the  tissues  which  have 
been  involved  in  the  inflammation,  on  the  amount  of 
destruction  which  the  tissues  themselves  have  under- 
gone, and  on  the  nature  of  the  inflammatory  process. 
Where  the  inflammation  has  been  acute,  and  has 
progressed  to  the  formation  of  pus  in  large  quantities, 
as  in  acute  suppurative  arthritis,  the  anchylosis  is 
liable  to  be  very  firm  and  bony,  whilst  in  cases  of 
simple  chronic  synovitis  there  is  usually  no  attempt 
at  the  formation  of  any  adhesions.  In  strumous 
disease,  where  there  is  little  tendency  to  repair, 
anchylosis  is  liable  to  be  not  very  firm,  whilst  in  osteo- 
arthritis anchylosis  never  results. 

In  those  cases  where  the  inflammatory  processes 
have  involved  the  synovial  membrane,  the  ligaments, 
and  the  cartilages  only,  the  adhesions  are  composed 
of  fibrous  tissue;   but  where  the  bones  have  been 
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aflected,  and  especially  when  there  has  been  suppura- 
tion, bony  anchylosis  or  osseous  union  of  two  granu- 
lating surfaces  is  common. 

Adhesions  may  be  formed  in  the  following  ways  : — 

(1)  If  two  layers  of  synovial  membi'ane  in  a  state 
of  inflammation  are  kept  in  constant  apposition,  their 
surfaces  may  become  united 
by  fibrous  tissue,  just  as  may 
the  opposed  surfaces  of  the 
pleurte.  Thus,  in  the  knee- 
joint  it  is  common  to  find 
the  anterior  and  posterior 
surfaces  of  the  synovial  pouch 
beneath  the  quadriceps  ten- 
don adherent,  and  the  pouch 
in  many  cases  obhterated. 

(2)  Two  opposed  surfaces 
of  ulcerating  cartilage  may 
be  united  by  the  develop- 
ment of  fibrous  tissue  be- 
tween them :  e.^.,the  patella 
may  be  fixed  to  the  external 
condyle  of  the  femur. 

(3)  Inflammatory  exuda- 
tion into  the  ligaments  may 
become  developed  into 
fibrous  tissue,  and  the  latter, 
by  its  subsequent  contrac- 
tion, may  interfere  with  the 
proper  movements  of  the  ar- 
ticulation. Thus,  in  disease 
of  the  knee,  when  the  joint 

has  long  been  kept  in  a  state  of  flexion,  the  posterior 
ligament  of  Winslow  may  be  found  permanently 
thickened  and  contracted,  and  may  frustrate  all 
attempts  at  complete  extension. 

_  (4)  Two  opposed  osseous  surfaces  in  a  state  of 
inflammation  may  join  to  one  another  by  bone  in 
the  same  manner  as  the  ends  of  a  bone  unite  after  a 


An  Anchylosed  Knee- 
joint.  The  patella  is  fixed 
to  tlie  femur  by  bone,  but 
the  rest  of  the  anchylosis  is 
by  fibrous  tissue.  The  tibia 
has  been  dislocated  back- 
wards to  a  considerable  ex- 
tent 


374 


.  ANCHYLOSIS. 


Fig 


fracture.  Sometimes  this  union  is  so  complete  that 
the  two  bones  are  welded  together  in  such  a  manner 
that  then-  line  of  junction  cannot  be  distinguished, 
lo  such  a  condition  the  name  of  "synostosis"  has 
been  applied. 

In  addition  to  these  varieties  of  anchylosis,  it  must 

be  remembered  that  spuii- 
ous  anchylosis,  or  fixation 
of  a  joint  by  changes  in  the 
tissues  outside  it,  is  of  com- 
mon occurrence.  This  may 
be  brought  about  in  various 
ways. 

(a)  Where  a  joint  is 
diseased,  the  muscles  which 
regulate  its  movements 
cause  j)artial  or  complete 
immobility  by  tonic  reflex 
contraction,  and  thus  pre- 
vent the  patient  from  suf- 
fering the  jjain  which  would 
result  from  friction  between 
the  articular  surfaces. 

(b)  Inflammatory  exuda- 
tion around  a  joint  may 
cause  thickening  and  adhe- 
sion of  the  peri-articular 
tissues,  such  as  the  tendons, 
muscles,  or  fasciaa. 

(c)  In  cases  M'here  a  joint  has  been  long  maintained 
in  a  bent  position,  the  soft  tissues  on  tlie  side  of 
flexion  accommodate  themselves  to  the  altered  posi- 
tion of  the  bones,  and  finally  become  too  short  to 
allow  of  complete  extension.  This  condition  may 
often  be  seen  in  cases  of  long-standing  disease  of  the 
knee-joint,  and  is  liable  to  cause  much  difficulty  in 
cases  of  excision. 


Hip-joiEt  showiug  Complete 
Bony  Ancliylosis. 
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CHAPTER  XLIir. 

DISEASES    OF    THE    PENIS  AND 
SCROTVIVr. 

ECTOPIA   VESXCJC  A.NJi  EPISPADIAS. 

Ectopia  vesicae,  or  extroversion  of  tlie  bladder,  con- 
sists of  a  deficiency  of  the  anterior  vesical  wall,  and 
of  the  corresponding  part  of  the  abdominal  parietes, 
and  results  from  failure  in  closure  of  the  lower  part 
of  the  foetal  body-cavity. 

In  such  cases,  the  bladder,  being  incomplete  in 
front,  fails  to  act  as  a  reservoir,  and  the  urine  escapes 
as  rapidly  as  it  passes  from  the  ureters.  The  posterior 
vesical  wall  is  thrust  forward,  ju.st  above  the  pubes, 
by  the  pressure  of  the  abdominal  viscera,  and  presents 
a  mucous  surface,  which  is  often  swollen  and  in- 
flamed, either  on  a  level  with  the  surrounding  skin 
or  else  protruding  in  front  of  it.  On  this  surface 
the  orifices  of  the  ureters  may  be  seen,  the  urine  being 
passed  from  them  at  short  intervals  in  minute  jets. 
The  urethral  orifice  is  always  imperfect,  and  the  penis 
itself  is  small  and  in  a  condition  of  "  epispadias," 
the  corpora  cavernosa  being  cleft  and  the  roof  of  the 
urethra  undeveloped,  so  that  the  urine  flows  along  a 
shallow  groove  instead  of  thi'ough  a  mucous  canal. 
The  pubic  bones  are  usually  separated  in  the  middle 
line  by  a  considerable  interval,  the  recti  muscles  con- 
sequently diverging  to  reach  their  attachments.  The 
testes  are  commonly  retained,  and  inguinal  hernife 
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are  of  frequent  recuiTence.  The  deficiency  in  the 
abdominal  wall  extends  as  high  as  the  umbilicus. 

HYPOSPADIAS. 

Hypospadias  is  the  term  applied  to  a  cleft  condition 
of  the  floor  of  the  urethra,  which  forms  a  groove  in- 
stead of  a  canal  on  the  under  surface  of  the  penis.  It 
results  from  imperfect  fusion  of  the  two  sides  of  the 
uro-genital  aperture,  which  in  early  foetal  life  forms 
an  antero-posterior  slit  or  fissure  at  the  lowest  part  of 
the  abdomen. 

In  the  female,  this  fissure  does  not  close,  and,  while 
its  two  lateral  boundaries  form  the  labia,  the  clitoris 
is  developed  at  its  anterior  commissure.  In  the  male, 
the  two  halves  normally  unite,  forming  the  scrotum 
below,  and  closing  in  the  floor  of  the  urethra 
anteriorly. 

In  slight  forms  of  hypospadias,  the  glans  and  pre- 
puce alone  are  cleft.  In  more  severe  cases  the  urethra 
is  opened  up  as  far  back  as  the  scrotum,  whilst  in 
complete  hypos^jadias  the  fissure  extends  as  far  back 
as  the  membranous  urethra,  the  scrotum  being 
divided  in  the  middle  line.  In  such  cases  as  these 
the  cleft  scrotum,  with  its  contained  testes,  closely 
resembles  the  labia,  and  the  penis,  being  very  imper- 
fectly developed,  aids  the  delusion.  It  is  by  no 
means  uncommon  foi-  male  children  with  this  de- 
formity to  be  brought  up  as  females,  the  error  not 
being  discovered  until  the  period  of  puberty  ap- 
proaches. When  hypospadias  is  slight,  it  causes  no 
inconvenience,  but  in  those  cases  where  the  whole 
urethra  is  affected  the  jjenis  during  erection  is  curved 
downwards,  and  connection  is  rendered  impossible. 

FHZIVIOSXS. 

The  term  iiliiniosis  is  employed  to  indicate  any  con- 
dition of  the  prepuce  Mhicli  prevents  its  retraction 
over  the  glans  penis.  In  the  great  majority  of  cases 
phimosis  is  a  congenital  defect,  and  one  which  often 
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gives  rise  to  troublesome  symptoms.  It  causes  re- 
tention of  the  secretion  of  the  sebaceous  glands  in 
the  neighbourhood  of  the  corona  glandis,  and  con- 
sequent continued  irritation  from  the  presence  of  the 
retained  matter.  If  the  condition  is  not  relieved, 
the  under  surface  of  the  jjrepuce  is  liable  to  become 
adherent  to  the  glans.  Vesical  irritability,  with  fre- 
quent micturition,  straining,  hernife,  prolapse  of  the 
i-ectum,  and  nocturnal  incontinence  of  virine  are 
amongst  the  most  frequent  troubles  which  arise  from 
this  affection. 

Phimosis  may  also  I'esult  from  inflammatory  swell- 
ing in  connection  with  gonorrhoea  or  venereal  sores,  but 
is  then  usually  transient.  In  some  cases,  however, 
the  contraction  of  a  cicatrix  causes  permanent  narrow- 
ing of  the  preputial  orifice,  and  in  old  men  the  same 
concHtion  is  liable  to  supervene  upon  the  cracks  and 
fissures  which  are  not  infrequently  met  with  on  the 
prepuce. 

PARAPHXnXOSXS. 

Paraphimosis  results  from  retraction  of  a  tight 
prepuce  behind  the  corona  glandis,  where  it  remains 
fixed.  Paraphimosis  may  occur  in  connection  with  a 
congenitally  tight  preputial  orifice,  but  it  more  often 
follows  upon  retraction  of  an  inflamed  prepuce  in  a 
case  of  gonorrhea.  In  consequence  of  the  constriction 
of  the  glans  by  the  tight  preputial  orifice,  it  becomes 
congested,  whilst  at  the  same  time  the  constriction 
also  tightens  and  the  prepuce  becomes  swollen  and 
edematous.  If  the  condition  be  not  relieved,  the 
tight  preputial  orifice  usually  ulcerates  or  sloughs  in 
some  part  of  its  circumference,  but  the  glans  penis 
itself  hardly  ever  becomes  gangrenous. 

EPITHEI.I01VIA  or   THE  PElfl-XS. 

Epithelioma  of  the  penis,  as  of  other  parts,  occurs 
chiefly  m  old  men.  It  almost  invariably  commences 
on  the  prepuce  or  the  glans,  and  is  very  rarely  seen 
as  a  primary  affection  of  the  body  of  the  penis 
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Phimosis,  or  cracks  and  fissures  of  the  prepuce,  are 
generally  believed  to  act  as  predisposing  causes. 

Commencing  as  a  warty  growth,  the  increase  of  the 
epithelioma  is  generally  rapid.  Its  surface  soon 
ulcerates,  and  the  deeper  tissues  become  at  an  early 
stage  infiltrated  and  indurated.  If  left  alone,  it 
extends  along  the  corpora  cavernosa  and  the  corpus 
spongiosum  to  the  perineum,  and  subsequently  to 
the  neck  of  the  bladder.  Obstruction  to  the  outflow 
of  urine,  with  severe  cystitis,  supervenes,  and  life 
is  often  terminated  by  kidney  disease  resulting  from 
the  foul  and  unhealthy  state  of  the  bladder.  The 
inguinal  glands  are  early  enlarged  by  formations 
in  them  of  secondary  growths,  and  in  many  cases 
similar  disease  extends  to  the  deeper  lymphatic 
glands  along  the  iliac  vessels  and  in  the  lumbar 
regions.  Deposits  may  also  form  in  the  viscera,  but 
are  not  of  common  occurrence. 

Innocent  tumours  of  the  j^enis  are  rare,  and  do  not 
require  special  mention.  Yenereal  warts  are  treated 
of  in  the  chapter  on  Gonorrhosa. 

CHIIVITrEV-SWEEP'S  CANCER — EPXTHEIiZOMA 
OF  THE  SCROTTTIVI. 

The  occurrence  of  epithehoma  of  the  scrotum  is 
undoubtedly  caused  by  the  hubitual  presence  of  soot 
in  its  rugje,  and  it  ma}^  be  mentioned  that,  in  sweejJS, 
epitheliomata  appear  specially  liable  to  develop  on 
other  parts  of  the  body.  It  is  commonly  stated, 
and  believed,  that  epithelioma  of  the  scrotum  is 
becoming  less  common,  but  it  is  doubtful  whether 
this  is  really  the  case. 

The  disease  commonly  commences  as  a  wart,  which, 
after  a  time,  ulcerates  and  extends,  as  do  epithe- 
liomata in  other  paits.  Even  when  apparently  a 
simple  wart,  the  disease  is  really  of  a  malignant 
nature,  and  I  have  had  oppoiiunities  of  verifying 
this    statement    by   microscopical   examination  of 
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growths  no  larger  than  a  split  pea.  If  untreated,  the 
growth  extends  to  the  perineum  and  penis,  in  much 
the  same  manner  as  when  epithelioma  commences  in 
the  latter  organ.  The  inguinal  glands  are  also  early 
occupied  by  secondary  growths  which  may  also  become 
disseminated  in  the  viscera. 

Innocent  tumours  of  the  scrotum  are  comparatively 
rare,  and  of  no  special  importance.  The  most  com- 
mon of  them  is  the  soft  fibroma,  which  occasionally 
attains  a  considerable  size. 
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CHAPTER  XLI\^. 
GONORRKCCA  AND  STRZCTVRZ:. 

GOIirORRH(EA. 

GoNORRHCEA  is  a  si3ecific  inflammation  of  the  lu-etlira 
and  contiguous  parts,  and  is  always  transmitted  by 
contagion.  A  micrococcus,  to  which  the  name  of 
gonococcus  has  been  given,  has  been  found  to  be 
constantly  present  in  all  cases  of  gonorrhcea;  the 
organism  in  question  occurs  typicall}^  in  parrs  or  in 
fours.  Before  entering  into  a  description  of  gonorrhoea, 
however,  it  may  be  pointed  out  that  all  forms  of 
urethritis  are  certainly  not  of  gonorrhoeal  origin, 
many  of  them  being  due  to  infection  by  irritating 
secretions  from  the  vagina  or  uterus,  or  to  the  passage 
of  instruments. 

The  inflammation,  originated  by  the  application  of 
gonorrhceal  pus  to  the  glans  penis  and  orifice  of  the 
urethra,  often  extends  along  the  whole  length  of  that 
passage,  though  it  is  usually  most  intense  in  the  fossa 
navicularis.  The  mucous  membrane  is  swollen  and 
intensely  injected,  and  a  secretion,  at  first  of  mucus 
and  serum,  but  very  soon  of  jJus,  is  rapidly  established. 
The  amount  of  pus  discharged  is  usually  very  great, 
and  in  some  cases  the  distended  capillaries  give  way 
and  allow  a  discharge  of  blood.  After  lasting  for  a 
week  or  more,  the  acute  inflammation  slowly  subsides, 
the  discharge  becomes  less  abundant  and  less  purulent, 
!ind,  after  persisting  as  a  watery  exudation  for  a 
variable  time,  finally  entii'ely  ceases. 
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During  the  height  of  the  attack,  the  corpus 
spongiosum  is  itself  infiltx-ated  with  plastic  effusion, 
and  the  whole  penis  is  swollen  and  tender.  There  is 
usually  much  pain,  and  increased  frequency  of  mic- 
turition, often  accompanied  by  a  good  deal  of  fever. 
The  swelling  of  the  urethral  mucous  membrane 
frequently  causes  some  difficulty  of  micturition,  and 
occasionally  induces  complete  retention  of  urine. 
Painful  erections  of  the  penis,  or  "  chordee,"  are  an 
almost  constant  accompaniment  of  the  acute  stage, 
and  are  characterized  by  distortion  of  the  organ  so 
that  it  forms  a  curve,  with  the  concavity  downwards. 
This  condition  results  from  the  presence  of  plastic 
exudation  in  the  corpus  spongiosum,  and  a  consequent 
interference  with  its  erectile  tissue. 

COIVIPI.ZCATZOII-S  OF  GOM-ORRHCEA. 

The  complications  of  gonoi-rhoja  are  so  numerous 
that  it  is  impossible  to  describe  all  of  them  at  length, 
but  they  are  of  sufficient  importance  to  require  some 
mention. 

As  regards  the  penis  itself,  either  phimosis  or 
paraphimosis  may  arise,  as  already  described,  and 
inflammation  of  the  prepuce  (posthitis)  and  of  the 
glans  penis  (balanitis)  are  of  frequent  occurrence. 
Inflammation  of  the  lymphatics  of  the  penis,  and 
locaUzed  inflammatory  induration  of  the  corpus 
spongiosum  or  corpora  cavernosa,  are  more  rare. 
Warty  growths  about  the  prepuce  and  glans  gene- 
rally result  from  want  of  cleanliness  in  cases  where 
the  discharge  has  lasted  a  long  time. 

Inflammation  of  the  lymphatic  glands  in  the 
groin  is  common,  and  is  very  liable  to  terminate  in 
suppuration  or  the  formation  of  a  "  bubo."  The  pus 
formed  in  the  glands  under  these  circumstances  has 
all  the  characters  of  the  gonorrhoeal  discharge,  and  the 
resulting  ulcers  are  consequently  unhealthy  and  little 
prone  to  heal.  In  rare  cases  the  glands  in  the  iliac 
fossa  are  affected,  and  deep-seated  suppuration  ensues. 
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Epididymitis  and  orchitis  are  amongst  the  most 
common  of  tlie  complications  of  gonorrhcea,  and  are 
more  prone  to  develop  in  the  second  or  third  week 
than  at  an  earher  date.  They  probably  result  from  a 
direct  extension  of  the  inflammation  from  the  pros- 
tatic urethra  to  the  ejaculatory  ducts  and  the  vas 
deferens,  but  are  considered  by  some  authors  to  be  of 
metastatic  origin.  In  many  cases  the  onset  of  the 
epididymitis  is  followed  by  a  diminution  of  the 
urethral  dischai-ge,  and  its  subsidence  by  a  return  of 
the  urethritis.  For  further  details  the  chapter  on  the 
Testes  may  be  consulted. 

Urethral  or  peri-urethral  abscess  is  to  be 
placed  among  the  rarer  complications  of  gonorrhoea. 
It  may  develop  along  any  part  of  the  corpus  spon- 
giosum, but  is  most  common  m  the  perineum  and 
close  to  the  urethral  orifice.  Such  abscesses  are 
supposed  to  result  from  suppuration  around  one  of 
.  the  lacunae  in  the  urethi-al  floor.  If  opened  early, 
they  do  not  usually  communicate  with,  the  urethra^ 
but,  if  left  alone,  they  are  liable  to  open  into  the 
latter. 

Acute  and  chronic  prostatitis  are  fortunately  com- 
paratively infrequent.  They  are  more  fully  described 
in  the  chapter  on  the  Prostate. 

Cystitis  in  its  milder  foi-m  is  not  uncommon, 
whilst  acute  cystitis,  though  rare,  is  a  most  serious 
and  dangerous  complication.  ExcejJtional  cases  have 
been  recorded  of  extension  of  inflammation  along  the 
ureters  to  the  Iddneys,  with  consequent  jiyelitis  and 
nephritis. 

Gonorrhoeal  ophthalmia  is  one  of  the  most 
acute  and  serious  forms  of  inflammation  to  which  the 
eye  is  subject.  Commencing  in  the  conjunctiva,  the 
inflammation  I'apidly  extends  to  the  cornea  and 
sclerotic,  is  accompanied  by  much  purulent  discharge, 
and  is  liable  to  terminate  in  sloughing  or  ulceration 
of  the  cornea,  and  consequent  destruction  of  the  entire 
globe.   It  is  most  probable  that  gonorrlm\al  ophthalmia 
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is  always  the  result  of  contagion  by  gonorrhceal  pus, 
and  it  is  evident  that  the  other  eye  is  very  prone  to 
1)6  implicated  by  inoculation  with  the  discharge  of  its 
fellow. 

Gonorrhoeal  sclerotitis  is  usually  associated  with 
gonorrhoeal  rheumatism,  and,  beyond  being  exceed- 
ingly intractable  and  chronic,  does  not  ■  differ  from 
i     sclerotitis  arising  from  other  causes. 

Gonorrhoeal  rheumatism  has  already  been  dealt 
witK  in  a  previous  chaj)tei". 

Gonorrhoea  in  women  is  rather  an  inflammation 
of  the  vagina  than  of  the  urethra,  although  the  latter 
is  also  frequently  implicated.  Its  complications  are 
much  the  same  as  in  the  male,  but  differences  arise, 
of  course,  in  connection  with  the  different  parts 
involved. 

Inflammatory  csdema  of  the  vulva  is  sometimes 
very  marked,  and  the  swelling  great.  Yulvar 
abscesses  are  also  common.  In  rare  cases  the  cavity 
of  the  uterus  is  involved  in  the  inflammation,  which 
may  also  extend  to  the  Fallopian  tubes.  Ovaritis  is 
probably  more  common  than  is  generally  supposed, 
and  peritonitis  occasionally  results  from  extension  of 
inflammation  of  the  ovaries  or  the  tubes.  Chronic 
suppuration  of  the  tubes,  with  distension  by  pus,  or 
"  pyosalpinx,"  and  consequent  formation  of  adhesions 
to  surrounding  parts,  is  usually  considered  to  result 
from  gonorx'hcea  moi-e  frequently  than  from  any  other 
cause. 

STRXCTURE  Or  THE  URETHRA. 

Stricture  of  the  urethra,  or  narrowing  of  its  calibre, 
is  commonly  described  as  of  three  varieties— ( i)  con- 
ge-stive;  (2)  spasmodic;  (3)  organic.  In  the  present 
chapter,  it  is  to  the  last  of  these  varieties  alone — the 
organic— that  the  term  will  be  applied.  Congestive 
stricture  is  but  another  name  for  inflammatory  swell- 
ing of  the  mucous  membrane,  such  as  has  already  been 
described  as  occasionally  causing  retention  of  urine  in 
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gonorrhoea.  Spasmodic  stricture  does  not  exist  per  se 
though  spasm  may  complicate  either  an  organic 
stricture  or  any  irritated  or  inflammatory  condition 
ot  the  bladder  or  urethra. 

Organic  stricture  is  a  narrowing  of  the  urethra 
by  the  formation  of  fibrous  tissue,  and  results  almost 
invai'iably  from  gonorrhoea  or  from  injury.    It  has 
already  been  said  that,  after  the  acute  inflammatory 
stage  of  gonorrhcea  has  subsided,  a  chronic  urethritis, 
or^"  gleet,"  is  apt  to  persist  for  some  time.     It  is 
to  this  chronic  inflammation  of  the  urethra,  rather 
than  to  the  acute  urethi^itis,  that 
the  organic  stricture   is    to  be 
attributed.     All  chronic  inflam- 
mations are  more  hable  to  cause 
the  formation  of  fibrous  tissue, 
and  consequent   induration  and 
thickening,  than  are  acute  attacks, 
and  thus  the  urethra  is  narrowed 
by  the  contraction  of  scar-tissue 
formed  in  its  walls. 

In  cases  of  laceration,  also,  the 
torn  urethra  is  mended  by  a  scar 
of  fibrous  tissue,  and  this,  like  all 
other  scars,  tends  to  contract,  and 
thus  to  narrow  the  tube.  These 
strictures,  which  are  named  trau- 
matic, are  almost  always  situated 
in  the  bulbous  or  membranous 
urethra,  and  are  often  vei-y  tight 
and  not  easily  dilatable. 

Strictures  resulting  from  gonor- 
rhcea may  aft'ect  almost  any  pai-t  of 
the  urethra.  Those  seen  in  mu- 
seums ai'e  most  common  in  tlie 
membranous  and  bulbous  portions,  but  the  less  severe 
varieties,  which  do  not  so  often  find  their  way  into 
museums,  are  at  least  as  common,  if  not  more  common, 
in  the  penile  urethra.    Strictures  at  the  meatus  some- 
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times  result  from  another  cause,  namely,  the  contrac- 
tion of  scars  after  the  healing  of  venereal  sores.  The 
prostatic  urethra  is  never  the  seat  of  stricture. 

Strictures  are  sometimes  classified  according  to  the 
amount  and  arrangement  of  the  fibrous  tissue  of  which 
they  are  composed.  Thus,  when  the  latter  forms  a 
narrow  ring  round  the  canal,  the  stricture  is  called 
annular ;  when  it  surrounds  the  tube  for  a  greater 
portion  of  its  length,  tubular  ;  and  when  bands  of 
fibres  pass  across  the  lumen  of  the  tube  from  one 
wall  to  another,  the  tei^m  bridle  stricture  is  employed. 
A  stricture  is  generally  narrower  and  less  dilatable 
the  greater  the  amount  of  its  fibrous  tissue,  and  to 
those  strictures  in  which  the  urethra  is  buried  in  a 
mass  of  cicatricial  tissue  the  term  cartilasrinous  is 
applied,  on  account  of  their  great  density  and  hardness. 

With  regard  to  the  position  of  a  stricture,  it  may 
be  said  that  the  nearer  it  is  to  the  meatus  the  less 
capable  is  it  of  dilatation,  and  strictures  of  the  meatus 
itself  often  yield  only  to  cutting. 

EFFECTS  OF  STRICTURE. 

The  effects  of  stricture  on  the  urinary  organs  are 
many  and  serious.  They  are  usually  in  proportion 
to  the  amount  of  obstruction  to  the  passage  of  urine, 
and  may  be  to  a  great  extent  prevented  by  proper 
treatment.  Many  slight  strictures  are  never  followed 
by  any  serious  complications. 

The  urethra  behind  the  stricture  is  in  some  cases 
thickened,  for  its  muscular  coat  hypertrophies  in  order 
to  overcome  the  obstruction.  More  often  the  tube  is 
dilated  by  the  backward  pressure  of  the  urine,  and  is 
sometimes  much  pouched. 

The  mucous  membrane  is  often  in  a  state  of  chronic 
inflammation,  and  is  not  infrequently  ulcerated  and 
ragged,  the  lacunse  being  enlarged  and  forming  little 
pockets  in  which  urine  and  inflammatory  exudation 
collect.  In  bad  cases  the  inflammation  extends  to 
the  tissues  around  the  urethra,  and  results  in  the 
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formatlou  of  pus  in  this  situation.  In  other  cases 
ulceration  completely  penetrates  the  urethral  walls, 
and  a  peri-urethral  abscess  is  formed.  This  abscess 
in  time  makes  its  way  to  the  surface,  and  bursts,  thus 
establishing  a  communication  with  the  exterior,  and 
forming  a  urinary  fistula.  In  these  cases  extra- 
rasation  of  urine  is  prevented  by  the  plastic  effusion 
into  the  peri-urethral  tissues,  but  if  the  thinned  and 
ragged^  urethra  yields  suddenly  during  the  act  of 
micturition,  or  if  the  walls  of  the  abscess  are  thin  and 
tear,  then  the  urine  is  propelled  through  the  rent  in 
the  urethral  walls,  with  all  the  force  of  an  hypertro- 
phied  bladder,  into  the  cellular  tissue. 

The  urethra  almost  always  gives  way  in  the  mem- 
branous or  bulbous  portions,  and  the  urine,  guided  by 
the  attachments  of  the  fascife,  infiltrates  the"  scrotuni , 
penis,  and  abdominal  walls,  causing  sloughing  of  the 
cellular  tissue  wherever  it  extends.  In  bad  cases  large 
portions  of  the  urethra  itself  may  slough. 

Retention  of  urine  does  not  result  from  oblitera- 
tion of  the  urethra,  but  is  always  brought  about  by 
some  complication. 

It  has  already  been  said  that  the  mucous  membrane 
in  the  neighbourhood  of  the  stricture  is  often  in- 
flamed, and  it  is  easy  to  understand  that  anything 
which  causes  an  increase  of  this  condition,  i.e.,  any- 
thing which  excites  active  congestion,  may  induce  such 
an  amount  of  swelling  as  to  temporarily  block  up  the 
already  obstructed  tube.  In  addition  to  this,  spasm 
of  the  muscles  at  the  neck  of  the  bladder  or  of  the 
urethra  itself,  may  result  from  the  congestion,  or 
from  an  acid  state  of  the  urine.  Again,  where  tliere 
is  any  peri-ui-ethral  inflammation  or  collection  of  pus, 
the  pressure  of  the  inflammatory  jjroducts  may' 
obstruct  the  flow  of  urine.  It  will  thus  be  seen  that 
the  final  cause  of  retention  is  almost  always  some  local 
spasm,  congestion,  or  inflammation,  and  a  knowledge 
of  this  is  the  true  key  to  all  eflicient  treatment. 
Such  conditions  are  usually  transient,  and,  when  they 
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have  subsided,  the  urine  is  often  again  voided  volun- 
tarily, and  instruments  which  could  not  jireviously  be 
passed  are  readily  introduced. 

However  long  urine  is  re-  Fig.  94. 

tained,  the  bladder  hardly 
ever  gives  way.  In  cases 
of  stricture,  this  viscus  is 
usually  hyjjertrophied,  and 
by  its  involuntary  contrac- 
tions, not  only  causes  the 
patient  much  pain,  but  also 
over-distends  the  urethra 
behind  the  stricture.  It  is 
in  consequence  of  these  con- 
ditions that  in  bad  cases  of 
retention  the  urethra  bursts, 
and  the  urine  is  extrava- 
sated. 

The  bladder  in  all  long- 
standing cases  of  stricture 
becomes  hypertrophied — a 
condition  which  results  from 
the  increased  force  required 
to  expel  the  urine.  The 
muscular  coat  of  the  bladder 
is  normally  arranged  in  inter- 
lacing bundles  or  fasciculi, 
and  as  these  become  greatly 
increased  in  size  in  all  cases 
of  hypertrophy,  and  are  seen 
as  prominent  bands  beneath 
the  mucous  membrane,  the 
term  "  fascictdated  "  is 
often  applied  to  such  blad- 
ders. On  account  of  this 
arrangement  of  the  muscular 
coat  the  mucous  membrane  between  the  different  fas- 
ciculi IS  insufficiently  supported,  and,  when  the  bladder 
contracts  and  the  tension  of  the  fluid  in  it  is  raised 


A  PeuLs  with  a  Stricture  of 
the  Urethra  in  the  Membran- 
ous Portion.  The  bladder 
walls  are  greatly  hypertro- 
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the  mucous  coat  tends  to  yield,  and  to  herniate  or  pro- 
trude between  the  bundles  of  muscular  fibres.  Such  a 
protrusion  is  called  a  "  sacculus,"  and  a  bladder  so 
affected  is  said  to  be  "  sacculated."  Sacculi  vary 
much  m  size,  and  are  sometimes  sufficiently  capacious 
to  hold  as  much  as  a  pint  of  urine.  However  large 
they  may  be,  their  orifice  of  communication  with  the 
bladder  is  always  small.  They  are  hable  to  cause  much 
trouble,  for,  having  no  muscular  wall,  they  are  unable 
to  empty  their  contents  satisfactorily,  and  urine 
remaining  in  them  is  liable  to  decompose  and  so  to 
keep  up  cystitis.  In  other  cases  the  sacculi  contract 
adhesions  to  the  intestines  and  other  neighbourino- 
structures. 

The  thickened  bladder  is  often  the  seat  of  cystitis, 
and,  where  this  has  been  of  long  standing,  the  mucous 
membrane  is  much  pigmented,  and  of  a  dull  slate 
colour.  Ulceration  is  not  common.  The  dilatation  of 
the  ureters  and  disease  of  the  kidneys,  which  may 
follow  on  stricture,  are  described  in  the  follo-iving 
chapter. 
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CHAPTER  XLV. 

SURGICAI.  DISEASES  OF  THE 
KIDNEV. 

SURGICAI.  KIDNEY— PYEI.O-NEPHRITXS. 

The  term  surgical  kidney  has  long  been  applied  to 
those  cases  in  which  the  renal  organs  become  diseased 
as  a  result  of  some  obstruction  to  the  outflow  of 
urine  from  the  bladder,  but  precisely  similar  patho- 
logical conditions  may  result  in  a  single  kidney  from 
any  mechanical  blocking  of  its  ureter.  The  name  is 
a  bad  one,  for  it  seems  to  indicate  that  such  kidneys 
result  from  surgical  interference,  whereas  the  reverse 
is  the  case  ;  they  result  from  want  of  proper  surgical 
treatment.  Pyelo-nephritis  has  of  late  been  suggested 
as  an  alternative  name,  but  is  itself  not  altogether 
free  from  objection. 

Causes. — The  diseases  of  the  urethra  and  bladder 
which  cause  surgical  kidney  act  in  more  ways  than 
one.  First,  it  may  be  said  that  any  persistent 
irritation  of  these  parts  is  liable  to  cause  reflexly 
chronic  hypersemia  of  the  kidneys— a  condition  which, 
when  prolonged,  results  in  cell  exudation  and  the 
formation  of  fibrous  tissue  between  the  tubules,  and 
thus  causes  "interstitial  nephritis."  Second,  any- 
thing which  obstructs  the  outflow  of  urine  from  the 
bladder  tends  to  obstruct  the  exit  of  urine  from  the 
ureters  into  the  bladder.  At  first  sight  this  does  not 
appear  quite  clear,  for  the  cavities  of  the  ureters  are 
not  du'ectly  continuous  with  that  of  the  bladder 
their  orifices  being  valvular  and   never  becoming 
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dilated.  Why,  then,  should  they  have  difficulty  in 
emptying  their  contents?  The  answer  is  twofold. 
First,  obstruction  to  the  exit  of  urine  causes  hyper- 

FiG.  95. 


A  Kidnej-aud  Ureter.  The  pelvis  and  ealices  are  dilated, 
and  tlio  renal  tissue  ba.s  been  in  great  part  absorbed.  The 
iireter  also  is  mnch  distended.  (From  a  patient  who  died 
with  a  large  calculus  in  bis  bladder.) 

trophy  and  induration  of  the  bladder-walls,  and,  as 
the  ureters  pass  obliquely  through  the  thickened 
tissues,  they  are  thus  subjected  to  comjiression. 
Second,  if  the  bladder  is  frequently  over-distended. 
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the  tension  within  it  is  at  such  times  "so  greatly  raised 
that  it  is  difficult  for  more  urine  to  find  an  entrance. 
In  both  these  ways  the  urine  is  retained  under 
pressure  in  the  ureters,  and  these  tubes  become  fii'st 
hypertrophied  and  afterwai-ds  distended.  But  the 
ureters  are  directly  continuous  with  the  pelves  and 
calices  of  the  kidneys,  and  thus  these  also  are  distended 
by  the  retained  urine.  This  distension  of  the  renal 
cavities  causes  chronic  irritation  of  the  kidneys,  and 
so  interstitial  nephritis,  as  well  as  absorption  of  the 
glandular  tissue  itself.  It  is  a  rule  of  pathology  that 
constant  pressure  induces  atrophy,  and  the  pressure 
of  the  retained  urine  causes  atrophy  or  absorption  of 
the  pyramids,  whilst  it  simultaneously  distends  the 
pelvis  and  calices,  and  in  time  reduces  the  gland  to  a 
collection  of  cysts  bounded  only  by  the  distended 
capsiile  and  by  thin  septa  of  renal  tissue. 

Morbid  appearances. — Examination  of  the 
kidneys  and  their  ureters  in  these  cases  shows  a 
variety  of  conditions,  for  whereas,  in  some,  inflam- 
matory changes  with  induration  and  contraction 
prevail,  in  others  the  effects  of  distension  are  most 
marked. 

Thus,  the  ureters  are  thickened  both  by  an 
increase  of  their  muscular  coat  and  by  the  formation 
of  fibrous  tissue.  They  may  be  distended  in  very 
varying  degrees.  It  is  common  to  find  them  as  large 
as  a  crow-quill,  but  in  exaggerated  cases  they  may 
attain  the  size  of  the  oesophagus  or  of  a  piece  of  small 
intestine.  The  more  they  are  dilated,  the  more 
tortuous  and  pouched  do  they  become.  The  longer 
and  the  more  often  they  have  been  inflamed,  the 
darker  and  more  pigmented  does  their  mucous  lining 
appear. 

The  kidneys  are  generally  found  to  be  unusually 
adherent  to  the  fat  in  which  they  lie.  When  chronic 
interstitial  nephritis  has  been  moi-e  marked  than 
distension  of  the  pelvis  and  calices,  the  glands  are 
small ;  when  the  latter  condition  has  prevailed,  they 
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may  be  distended  to  almost  any  size.  The  capsules 
are  usually  adherent.  Small  cysts,  the  size  of  peas 
are  found  m  the  cortex,  and  result  from  the  dilatation 
of  tubules  which  have  been  obstructed  by  the  pressure 
of  the  surrounding  fibrous  tissue.  On  section,  the 
renal  tissue  is  found  to  be  tough  and  resistant,  the 
cortex   IS   irregular   and  puckered,  and  the  renal 


Fig.  96. 


Section  through  the  Cortical  Portion  of  a  Surgical 
Kidney.  There  is  much  increase  of  connective  tissue, 
and  the  remaining  renal  tubules  are  undergoing  cystic 
dilatation.    (Zeiss,  A.) 

substance  itself  is  more  or  less  atrophied,  as  already 
explained. 

On  microscopical  examination,  the  fibrous 
stroma  of  the  kidney  is  seen  to  be  increased  in 
quantity,  the  renal  tubules  being  separated  from  one 
another  by  a  growth  composed  of  small  cell  exuda- 
tion and  of  connective  tissue  of  varying  density.  The 
new  tissue  is  often  very  vascular,  and  in  some  cases 
the  walls  of  the  vessels  are  increased  in  thickness. 
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The  renal  epithelium  varies  much  in  different  tubes  ; 
in  some  it  is  natural,  in  others  granular  or  fatty, 
whilst  some  tubules  are  denuded  of  their  epithelial 
lining.  Distension  of  the  tubules  is  common,  and 
definite  cysts  are  often  formed  in  the  cortex. 

ACUTi:   SVPFUXtiiTXVE  ITXiPHRXTIS. 

A  kidney  in  such  a  condition  as  that  above  described 
is  liable  to  become  at  any  time  the  seat  of  acute 
inflammation  and  suppuration,  and  to  pass  into  a 
state  of  "  acute  suppurative  nephritis."  Suppurative 
nephritis  usually  results  from  an  extension  of  inflam- 
mation from  the  bladder,  and  is  often  induced  by  an 
attack  of  retention  of  urine,  by  frequent  or  forcible 
catheterization,  and  by  operations  on  the  urethra  or 
bladder.  The  fact  is,  that  the  kidneys  in  such  cases 
are  in  such  a  precarious  state  that  a  mere  trifle  may 
throw  them  off  their  balance,  and  exposure  to  cold  or 
wet,  such  as  might  in  normal  circumstances  induce  a 
slight  congestion,  will  in  these  cases  bring  on  an  acute 
nephritis.  It  is  for  this  reason  that  surgeons  are  so 
careful  about  operating  on  patients  in  whom  these  con- 
ditions are  suspected,  for  the  most  trifling  operation, 
especially  on  the  urinary  organs,  may  induce  suppu- 
ration in  the  kidneys,  and  complete  suppression  of 
urine.  If  a  post-mortem  examination  be  made  after 
death  from  such  a  cause,  the  following  conditions  will 
usually  be  found  : — 

Morbid  appearances. — Both  kidneys  are  gene- 
rally affected,  but  one  is  often  more  diseased  than  the 
other.  Each  is  larger  than  natural,  and  in  some 
cases  is  three  or  four  times  the  normal  size.  The 
capsules  usually  peel  off  easily,  having  become  loosened 
by  exudation  beneath  them.  The  surface  of  the 
gland  is  mottled.  In  some  places  it  is  dark  and 
congested  :  in  others,  small  collections  of  pus  are  seen 
thinly  covered  by  renal  tissue.  A  section  liberates 
much  pus  mixed  with  urine,  which  usually  smells 
badly.    The  pelvis  and  calices  are  congested,  and  of  a 
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dark-pnrple  or  slate  colour.  The  renal  tissue  is  very 
soft  and  friable,  and  parallel  with  the  renal  tubes  are 
white  streaks  of  pus,  which  often  lead  up  to  the 
abscesses  in  the  cortex. 

Microscopical  examination  shows  a  general 
infiltration  of  the  kidney  with  leucocytes.  These  are 
ni  places  collected  into  masses,  and  represent  areas 
m  which  the  inflammation  has  progressed  to  the 
formation  of  an  abscess.  The  renal  epithelium  is 
swollen,  and  the  tubes  are  often  filled  with  cast-off 
cells  and  leucocytes.  Here  and  there  collections  of 
red  blood-cells  are  found,  indicating  that  an  over- 
distended  vessel  has  given  way,  and  its  contents 
have  escaped.  Micrococci  are  found  in  all  parts  of 
the  section,  especially  in  the  neighbourhood  of  the 
developing  abscesses. 

The  pathology  of  acute  suppurative  nephritis  has 
been  much  discussed,  and  various  explanations  have 
been  advanced.  It  appears  probable  that  in  most 
cases  the  condition  is  the  x^esult  of  acute  inflammation 
projoagated  from  the  bladder  to  the  pelvis  and  calices, 
and  extending  thence  to  the  renal  tissue  ;  but  in 
some  the  inflammation  seems  to  originate  in  the  renal 
tissue  itself,  and  is  then  probably  the  result  of  acute 
congestion  occuriing  in  an  organ  already  in  a  state 
of  chronic  inflammation. 

IVIOVABI.I:    OR   PLOATIWO  KZDN-EV. 

Movable  or  floating  kidney  is  the  term  used  to  indi- 
cate an  undue  mobility  of  the  organ,  which  is  most 
commonly  met  with  in  women  of  niirldle  age  who  have 
borne  children.  The  kidney  most  often  aft'ected  is  the 
right,  and  the  extent  of  its  mobility  difters  much  in 
dift'erent  cases.  Sometimes  it  can  only  be  moved  an 
inch  or  so  from  its  normal  situation,  whilst  in 
exaggerated  cases  the  gland  can  be  made  to  travel 
into  all  the  regions  of  the  abdomen,  and  I  have  on 
post-mortem  examination  found  a  kidney  so  freely 
movable  that  I  could  place  it  on  the  promontory  of 
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the  sacrum  and  pass  it  across  the  spine.  In  such 
cases  as  this  the  kidney  may  be  found  surrounded  by 
a  complete  peritoneal  fold  or  "  mesonephron." 

The  causes  of  mobility  of  the  kidney  are  various. 
It  is  possible  that  the  condition  is  sometimes  of  con- 
genital origin,  and  in  other  cases  there  is  a  distinct 
history  of  injury.  Frequently  the  mobility  is  first 
noticed  after  pregnancy,  and  is  then  attributed  to  the 
sudden  alteration  in  the  tension  of  the  abdominal 
contents  which  ensues  upon  parturition,  as  well  as  to 
the  very  flaccid  condition  of  the  abdominal  walls  which 
occasionally  results.  In  some  cases  it  is  probable  that 
the  gland  may  be  displaced  by  tight  lacing,  and  in 
others  the  mobility  apparently  results  from  the  absorp- 
tion of  renal  fat  from  any  cause. 

Finally,  it  is  tolerably  clear  that  attacks  of  hydro- 
nephrosis, from  whatever  cause  arising,  may  produce 
undue  mobility,  for,  if  the  pelvis  be  greatly  distended 
by  fluid  and  then  collapses  as  the  urine  escapes,  it  is 
evident  that  by  this  means  the  surrounding  fat  and 
cellular  tissue  are  first  displaced,  and  subsequently 
become  lax  when  the  organ  shrinks  within  them.  In 
consequence  of  this,  movable  kidney  is  often  associated 
yvith.  some  disease  of  the  utervis  or  ovaries  which  causes 
pressure  on  or  dragging  of  the  ureter. 

But,  whilst  hydronephrosis  is  thus  an  occasional 
cause  of  floating  kidney,  in  many  cases  the  mobility 
itself  results  in  a  certain  amount  of  hydronephrosis. 
The  mobility  of  the  gland  is  very  liable  to  cause  a 
bending  or  kinking  of  the  ureter,  and,  as  a  result  of 
this  obstruction  to  the  passage  of  urine,  the  pelvis 
a,nd  calices  may  become  distended.  Not  only,  how- 
ever, may  the  ureter  be  thus  interfered  with,  but  it  is 
also  probable  that  the  renal  vessels  may  become  twisted 
through  the  gland  rolling  over  and  causing  a  twist  in 
its  pedicle. 

In  many  cases  floating  kidneys  cause  no  symptoms 
whatever,  but  in  others  they  give  rise  to  a  sickening 
pain  when   they  change   their  position,  and  some 
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patients  are  liable  to  sudden  attacks  of  severe  pain 
accompanied   by  vomiting,  which   are  perhaps  the 

in  both    ^  ^'^'''''^  ^'^"^^^"^ 

TUMOURS  OP  THE  KIDNEY. 

The  new  growths  of  the  kidney  are  mostly  mali^- 
nant  and  comprise  both  carcinomata  and  sarcomata. 
Ut  the  former,  epithelioma  of  the  pelvis  is  the  most 
common  form,  and  usually  causes  profuse  hfematuria ; 
encephaloid  cancers  also  occur,  and  generally  originate 
in  the  gland  tissue  itself.  ^ 

Sarcoma  of  the  kidney  is  of  comparatively  rare 
occurrence,  and  may  be  met  with  at  aU  ages.  It  is 
however,  most  often  seen  in  very  young  children  and 
111  these  cases  the  gi-owth  is  not  uncommonly  mised 
with  striped  muscular  tissue  ;  in  infants  it  is  generally 
very  malignant  and  of  unusually  rapid  growth. 

All  malignant  growths  of  the  kidney  may  form 
swellings  of  sufficient  size  to  be  felt  by  an  examina- 
tion of  the  abdominal  wall,  though  in  some  instances 
the  size  of  the  swelling  is  rather  dependent  upon 
secondary  hydronephrosis  than  on  the  actual  bulk  of 
the  new  growth.  Heematuria  is  the  most  prominent 
symptom  of  all  malignant  tumours. 

The  most  common  innocent  growth  of  the  kidney 
is  a  cyst.  Simple  single  cysts  are  occasionally  met 
with  in  glands  which  are  otherwise  healthy;  thev 
rarely  attain  a  considerable  size,  but  sometimes  contain 
as  much  as  half  a  pint  of  fluid.  The  fluid  is  usually 
quite  clear  and  watery,  and  often  contains  no  urea. 
The  cysts  are  apparently  formed  in  connection  with 
the  renal  tubules.  They  do  not  usually  give  rise  to 
any  symptoms. 

Congenital  cystic  degeneration  of  the  kidneys 
is  occasionally  seen  in  still-born  children,  antl  yet  more 
I'arely  in  those  avIio  survive  their  birth  for  a  few  years. 
Virchow  has  found  in  such  organs  an  atresia  or  closure 
of  the  straight  ducts  which  terminate  in  the  papillte, 
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and  suggests  that  the  occlusion  is  of  inflammatoiy 
origin.  In  many  cases,  however,  there  is  some 
associated  malformation  of  the  pelvis  of  the  kidney 
or  of  the  bladder  or  ureter,  and  it  does  not  seem 
probable  that  the  disease  in  question  is  inflammatory 
in  its  nature :  it  would  rather  appear  to  result  from 
some  irregularity  in  the  development  of  the  organ. 
The  ureter  is  sometimes  occluded  at  its  junction  with 
the  renal  pelvis.  Such  kidneys  form  large  swelUngs 
which  push  up  the  diaphragm  and  prevent  expansion 
of  the  lungs.  Their  pelves  and  calices  are  large,  and 
their  surfaces  are  thickly  studded  with  cysts  of  various 
sizes. 

Multilocular  cystic  disease  and  general  cystic 
degeneration  are  names  used  to  indicate  a  form  of 
renal  disease  in  which  each  kidney  is  enormously 
enlarged  and  converted  into  a  series  of  cysts,  which 
are  in  no  way  the  result  of  obstruction  to  the  outflow 
of  urine.  In  these  cases  there  is  no  dilatation  of  the 
pelvis  or  calices,  but  the  whole  gland  is  converted  into 
cysts,  some  as  large  as  a  pea  or  a  nut,  and  others  of 
much  greater  size. 

The  disease  appears  to  be  most  common  between  the 
ages  of  thirty  and  forty,  and  is  associated  with  a  low 
specific  gravity  of  the  urine  and  the  passage  of  a  little 
albumen.  Both  kidneys  are  almost  always  aflected, 
though  one  may  be  moi-e  diseased  than  the  other. 
They  may  form  tumours  of  great  size,  and  may  weigh 
many  pounds. 

Amongst  the  more  rare  tumours  of  the  kidney  may 
also  be  mentioned  hydatid  cysts  and  fibrous  or  fatty 
growths. 


(    398  ) 


CHAPTEE  XLVI. 
DISEASES  OP  THE  BI.A.DDEII. 
CYSTITIS. 

Cystitis,  or  inflammation  of  the  bladder,  is  chiefly 
met  with  as  a  complication  of  other  diseased  con- 
ditions of  the  genito-urinary  tract,  but  may  also 
originate  from  exposure  to  cold  and  wet,  or  during 
the  course  of  one  of  the  exanthemata. 

In  many  cases  it  results  from  an  extension  of 
gonorrhoeal  inflammation  from  the  urethra  or  pros- 
tate ;  in  others,  from  retention  of  urine  in  patients 
with  enlarged  prostate  or  stricture  of  the  urethra; 
whilst  the  irritation  caused  by  calculi,  the  passage  of 
instruments,  the  presence  of  new  growths,  and  an 
iiritating  condition  of  the  urine  account  for  most  of 
the  remainino;  cases. 

In  its  more  acute  forms  cystitis  is  characterized 
ty  the  appearances  common  to  inflammation  of  any 
mucous  surface,  namely,  redness  and  swelling.  These 
changes  are  accompanied  by  catarrh,  and  the  conse- 
quent admixture  of  the  urine  with  serum,  mucus,  and 
epithelial  debris.  In  bad  cases  the  inflammation 
may  progress — ulceration  may  ensue,  and  a  purulent 
catarrh  be  established.  Occasionally,  portions  of  the 
mucous  lining  slough,  and  sometimes  false  membranes 
•of  a  diphtheritic  character  are  formed. 

Chronic  cystitis  is  characterized  by  the  formation 
of  much  stringy  and  viscid  mucus,  and  by  alkalinity 
of  tke  urine,    This  state  of  the  urine  results  from 
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the  action  of  a  ferment  present  in  the  mucoid  secre- 
tion, which  causes  decomposition  of  the  urea,  and  the 
formation  of  carbonate  of  ammonia.  The  alkaline 
urine  in  its  turn  keeps  up  the  cystitis,  and  thus  the 
two  conditions  act  and  react  on  each  other.  All 
alkaline  urine  contains  micrococci  and  bacteria.  It 
it  is  a  well-recognized  fact  that  retention  of  urine  is  a 
very  common  cause  of  decomposition  of  that  fluid, 
and  in  the  opinion  of  some  surgeons  the  decomposition 
always  results  from  the  passage  of  instruments  and 
the  conveyance  of  septic  matter  to  the  interior  of  the 
bladder.  That  this  is  a  fertile  source  of  cystitis  and 
alkaline  urine  cannot  be  doubted,  but  it  is  certainly 
not  correct  to  say  that  it  is  the  invariable  or  even  the 
common  cause.  Numerous  cases  of  alkaline  urine 
come  under  notice  in  which  no  instrument  has  been 
passed,  and,  to  explain  these,  it  has  been  suggested  that 
mucus  sticks  about  the  virethra,  and  that  the  growth 
of  organisms  and  decomposition  extend  along  it  from 
the  meatus  to  the  bladder.  This,  again,  may  be  true  of 
some  cases,  but  there  is  no  necessity  to  raise  any  such 
difficulties  or  supply  such  doubtful  explanations.  It 
is  quite  certain  that  micrococci  can,  and  do,  obtain 
access  to  the  interior  of  the  body  independently  of 
any  wound  or  direct  means  of  communication,  and 
it  is  highly  probable  that  they  are  incapable  of  doing 
much  harm  except  when  in  contact  with  unhealthy 
tissues.  There  is  no  more  difficulty  in  explaining  the 
presence  of  micro-organisms  in  the  inflamed  bladder 
than  in  the  pus  of  an  acute  abscess. 

An  examination  of  the  bladder  of  a  patient 
who  has  died  with  chronic  cystitis  generally  reveals  a 
contracted  viscus  with  thickened  walls,  but  it  is 
evident  that  the  appearances  due  to  the  chronic 
inflammation  will  often  be  masked  by  pathological 
changes  resulting  from  the  trouble  which  has  itself 
been  the  cause  of  the  cystitis— e.r/.,  stricture,  enlarged 
prostate,  &c. 

The  mucous  membrane  is  swollen  and  thickened, 
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witli  prominent  veins,  and  areas  of  congestion  and  sub- 
mucous extravasation.  Its  colour  is  dark  grey,  with 
patches  of  purple  or  dusky  red.  Phosphatic  deposits 
are  often  found  in  places,  and  occasionally  ulcers  may 
be  seen  about  the  trigone. 

The  urine  in  such  a  case  is  turbid  and  alkaline, 
giving  a  foul  ammoniacal  smell.  It  is  mixed  with 
mucus,  pus,  and  blood,  and,  on  standing,  deposits 
crystals  of  triple  phosphate. 

EN-BEMIC  K2:iVIATURXA. 

The  endemic  hasmaturia  of  South  Africa  and  of 
Egypt  is  now  known  to  be  due  to  the  presence  of 
a  parasite,  the  Bilharzia  hfematobia.  The  Bilharzia  is 
a  species  of  fluke  in  which  the  sexes  are  distinct.  The 
male  worm  is  flattened,  and  is  12-14  length  ; 

its  posterior  pai-t  forms  a  tube  or  gynfecophoric  canal, 
into  which  the  female  passes  during  coition.  The 
female  is  16-19  length,  and  is  cylindrical. 


Fig.  97. 


Bladder  from  a  case  of  Bilharzia,  showiug  the  thickened 
and  papillomatous  mucous  coat. 

The  worms  are  supposed  to  obtain  entrance  to  the 
human  body  through  the  medium  of  drinking-water, 
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and  are  found  either  in  the  portal  vein  or  in  the 
splenic,  mesenteric,  rectal,  or  vesical  veins.  As  many 
as  two  or  three  dozen  females  may  be  found  in  a 
single  patient,  but  the  male  worm  is  very  rarely  seen. 

The  worms  breed  freely  in  the  veins,  and  their  ova 
penetrate  into  the  neighbouring  tissues,  and  especially 
into  the  urinary  organs.  The  ova  are  oblong  in  shape, 
and  0.12  mm.  in  length;  they  are  characterized  by  the 
presence  of  a  projecting  spine,  which  may  be  either 
terminal  or  lateral. 

These  ova,  penetrating  into  the  sub-epithelial  tissues 
of  the  kidney,  ureter,  or  bladder,  set  up  inflammation 
of  the  mucous  membrane,  and  cause  destruction  of 
the  epithelium,  with  resulting  haemorrhage  and 
ulceration.  In  this  way  the  mucous  lining  of  the 
bladder  may  be  extensively  destroyed,  and  the  vesical 
wall  may  become  roughened  by  the  growth  of  granu- 
lation tissue,  which  tends  to  assume  a  papillary  form, 
and  causes  a  general  rough  or  villous  appearance  of  the 
viscus.  In  the  rectum  also  similar  processes  may  occur, 
and  large  papillary  growths,  varying  in  size  from  that 
of  a  pea  to  that  of  a  walnut,  may  extend  into  the  cavity 
of  the  bowel,  and  cause  severe  htemorrhage  and 
tenesmus.  Such  papillomatous  growths  I  have  found 
filled  with  ova  of  the  parasite.  I  have  also  found 
the  ova  in  the  spleen  and  in  the  lung  in  the  case  of 
an  Arab  boy,  whose  viscera  were  kindly  sent  me  by 
Dr.  Mackie  of  Alexandria. 

The  ova  do  not  further  develop  in  the  human  body, 
but  after  being  ejected  from  the  bladder  or  rectum 
pass  into  another  host  (probably  a  mollusc)  and  in  it 
develop  into  cercaria,  which,  in  turn,  may  grow  into 
adult  worms  if  ingested  by  man.  The  life  of  the 
parasite  must  be  of  considerable  length,  for  ova  may 
be  passed,  and  attacks  of  ha3maturia  may  recur  for 
several  years  after  the  patient  has  left  "the  country 
where  the  parasite  is  found. 
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TUMOURS   OF   THE  BIiADDER. 

Tumours  of  the  bladder  may  be  divided  into  inno- 
cent and  malignant.  The  latter  are  considerably 
the  more  common. 

Fig.  98. 


A  Bladder  with  a  Sessile  Villous  Tumour. 


The  innocent  growths  may  be  subdivided  into 
papillomata  or  villous  tumours,  mucous  polypi,  and 
fibrous  polypi.  Of  these,  the  papillomata  are  the 
most  common.  The  surface  of  one  of  these  growths 
is  covered  with  delicate  branched  processes,  or  papilla?, 
which  float  in  water,  giving  it  a  shaggy  or  "  villous  " 
appearance.  Each  papilla,  on  microscopic  exami- 
nation, is  found  to  consist  of  a  delicate  central  stalk 
of  very  fine,  loose  connective  tissue,  in  which  are 
embedded  many  round  and  oval  cells.  This  stalk, 
which  contains  a  central,  looped  blood-vessel,  is  covered 
by  a  layer  or  layers  of  oval  or  fusiform  epithelial  cells. 
The  whole  growth  is  usually  sessile,  being  attached  to 
the  bladder  by  a  broad  base,  but  is  sometimes  dis- 
tinctly pedunculated.    On  account  of  their  extremely 
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delicate  structure,  such  tumours  are  liable  to  give  rise 
to  considerable  haemorrhage. 

Fig.  99. 


Multiple  Mucous  Polypi  in  the  bladder  of  a  child. 


inS  pn     T^^P'  """^  ""'^'^  ^'^^        With  only 

such  a.  k  f.  1 T  '"^P"^^'^  °f  myxomatous  tissue, 
such  as  IS  found  m  the  common  mucous  polypi  of  the 

xnTth.             "'^'^  ^^^y  numU^s,  cover- 
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Fibrous  polypi  are  also  rare.    They  occur  in 

Sth  tS^nat''^"  ^r'^^-  f'^*^^  byfnterf  ring 

coSi^r*'!!.*''"'"''''^  bladder  are  more 

Orthe  growths  already  mentioned 

never  t'oc^rr'tf'  S'T^"^  T^^^  "^^^  -^'^ 
to  occur  in  the  bladder,  whilst  encephaloid 
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growths  are  also  rare.  Eijithelioma  is  often  met  with, 
and  may  originate  on  any  part  of  the  surface  of  the 
yiscus.  It  chiefly  attacks  men  past  middle  age,  and 
is  sometimes  seen  growing  on  two  or  more  separate 
portions  of  the  mucous  membrane.  The  surface  of 
an  epithelioma  usvially  ulcerates  before  the  growth 
attains  any  considerable  size,  and  the  tumom-  itself, 
being  macerated  in  the  urine,  becomes  shreddy  and 
roughened,  forming  what  has  been  called  "  villous 
cancer."  Such  growths  present,  in  theii-  early  stage, 
a  very  close  resemblance  to  the  innocent  villous 
tumours  described  above,  but,  unlike  the  latter,  they 


Fig.  ioo. 


A  Bladder  with  a  Large  Onncerous  Growth,  the  surface 
of  which  has  ulcerated  and  is  ragged  aud  shreddj-. 

tend  to  infiltrate  the  surrounding  tissues,  and,  in  rare 
cases,  cause  glandular  aflection  and  secondary  tumours 
in  the  viscera.  Their  growth  is  slower  than  is  usual 
in  epitheliomata  of  many  other  parts,  and  often  extends 
over  a  year  or  two. 

Sarcomata  are  of  less  common  occurrence  in  the 
bladder  than  carcinomata.     They  appear  to  behave 
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as  do  sarcomata  in  other  situations — infiltrating, 
breaking  clown,  and  occasionally  disseminating.  They 
differ  in  appearance  from  the  carcinomata  in  theii' 
greater  bulk  and  more  fleshy  structure  on  section. 
Their  sui-face  also  is  not  so  ragged  and  shreddy  as  is 
that  of  an  epithelioma. 

Fig.  ioi. 


The  Bladder  of  a  Child,  showing  sarcomatous  growths  which 
caused  death  by  obstructing  the  outflow  of  urine. 

The  above  short  description  of  bladder  tumours 
would  be  incomplete  without  some  reference  to  the 
effects  which  they  produce  on  the  urinary  organs. 
These  effects  differ  much  according  to  the  nature  of 
the  growth. 

The  innocent  tumours,  as  a  rule,  cause  but  little 
vesical  n-ritation,  and  often  no  cystitis  at  all.  The 
papillomata  and  mucous  polypi  chiefly  give  rise  to 
trouble  by  the  hemorrhage  which  takes  place  from 
their  .surfaces.  This  is  often  the  only  symptom 
which  the  surgeoh  finds  to  guide  him,  for,  as  a  rule, 
they  are  so  soft  as  to  escape  detection,  both  by  the 
sound  and  by  rectal  examination.  Any  innocent 
growth,  if  It  obstructs  the  orifices  of  the  ureters  or 
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urethra,  may  give  rise  to  further  trouble,  and  produce 
secondary  disease  of  the  kidneys,  with  distension  of 
their  pelves  and  calices,  and  absorption  of  the  renal 
tissue. 

Malignant  growths,  on  the  other  hand,  usually 
cause  much  vesical  irritation,  and  set  up  severe  and 
inti^actable  cystitis,  with  alkaline  and  foul  urine  mixed 
with  blood  and  pus.  In  addition  to  this,  such  tumours 
are  usually  readily  felt  by  instruments  in  the  bladder, 
or  by  the  finger  in  the  rectum,  for  the  wall  of  the 
latter  viscus  is  often  infiltrated.  When  a  patient 
dies  of  a  mahgnant  growth  in  the  bladder,  suppurative 
nephritis  is  usually  found  at  a  post-mortem  exami- 
nation, and  is  readily  explained  by  the  extension  of 
inflammation  from  the  bladder,  as  well  as  by  the 
occasional  obstruction  to  the  passage  of  urine. 
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CHAPTER  XLVII. 
DISEASES   OF  THE  PROSTATE. 
PROSTATITIS. 

Acute  inflammation  of  the  prostate,  or  "  iDrostatitis," 
is  commonly  the  result  of  gonorrhoea,  and  arises  from 
a  fUrect  extension  of  the  inflammation  from  the  pros- 
tatic urethra.  It  may  also  be  set  up  by  the  passage 
of  instruments. 

Prostatitis  causes  much  swelling  of  the  whole  gland, 
and  is  accompanied  by  great  pain,  frequency  of  mic- 
turition, and  fever.  In  some  cases  the  swollen  gland 
interferes  with  the  passage  of  urine,  and  causes  reten- 
tion. In  many  patients  the  inflammation  terminates 
in  suppuration,  with  much  brawny  induration  of  the 
perineum.  The  pus,  if  left  alone,  may  make  its  way 
in  various  cUrections.  In  favourable  cases  it  bursts 
into  the  prostatic  urethra,  and  is  then  evacuated  with 
but  little  trouble.  In  other  instances  it  passes  back- 
wards into  the  rectum.  Sometimes,  but  fortunately 
rarely,  it  escapes  into  the  cellular  tissue  around  the 
prostate,  and  there  becomes  diffused,  setting  up  general 
cellulitis  and  suppuration.  It  is  evident  that  rupture 
in  the  latter  situation  is  fraught  with  more  trouble 
and  danger  to  the  patient  than  when  the  pus  escapes 
into  the  urethra  or  rectum. 

Chronic  prostatitis  results  from  an  acute  attack, 
or  from  gonorrhoea,  stricture,  or  exposure  to  cold  and 
wet.    It  is  accompanied  by  slight  enlargement  and 
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tenderness  of  the  gland,  with  gleety  discharge,  and  is 
usually  very  chronic  and  troublesome  to  treat. 

HVPERTROPKV  OP  THE  PROSTATE. 

Hypertrophy  of  the  prostate  is  essentially  a  disease 
of  late  life,  seldom  or  never  commencing  before  the 
age  of  fifty  years,  and  being  much  more  common 
over  sixty.  It  does  not  appear  to  have  anv  definite 
cause. 

The  gland  may  be  enlarged  as  a  whole,  all  its  three 
lobes  being  equally  hypertrophied,  or,  whilst  there  is 
general  enlargement,  one  or  other  lobe  may  be  more 
hypertrophied  than  the  remainder.  Rarely,  the  in- 
crease in  size  affects  one  lobe  alone. 

A  normal  prostate  is  composed  of  fibrous  tissue, 
gland  tissue,  aud  involuntary  muscle  fibre,  but  in  the 
hypertrophied  organ  the  normal  proportions  of  the 
several  constituents  are  seldom  preserved.  In  most 
cases  the  fibrous  tissue  is  increased  far  more  than 
are  the  glandular  and  muscular  structures,  and  the 
organ,  consequently,  is  more  dense  and  fii-m  than 
natural. 

The  size  of  enlarged  prostates  vaiies  greatly,  but 
the  slighter  hypertrophies  not  infrequently  cause 
quite  as  much  ti-ouble  as  do  the  more  marked  enlarge- 
ments, and  this  is  more  jDarticularly  the  case  when  the 
enlarged  prostate  encroaches  upon  the  bladder  cavity, 
and  by  its  presence  maintains  a  permanent  condition 
of  irritation  in  that  viscus. 

In  many  specimens  of  hypertrophied  prostates  de- 
finite tumours  are  found  on  section.  These  are 
usually  firm,  white,  and  fibrous,  sometimes  no  larger 
than  peas,  in  other  cases  as  large  as  a  walnut.  They 
are  surrounded  by  a  capsule,  and,  on  microscopic  exami- 
nation, are  seen  to  be  composed  of  fibrous  and  mus- 
cular tissue.  Other  tumours,  not  so  white  and  dense, 
and  not  so  definitely  encapsuled,  consist  of  a  fibrous 
stroma  in  which  is  embedded  gland  tissue,  whose  acini 
are  often  distended  so  as  to  form  minute  cysts. 


CHANGES  IN  THE  UKETHEA.  409 

The  effects  of  prostatic  hypertrophy  are  seen 
in  the  urethra,  bladder,  ureters,  and  kidneys. 

The  urethra  is  in  all  cases  lengthened  in  propor- 
tion to  the  size  of  the  growth,  and  in  some  cases  the 
prostatic  portion  of  the  tube  measures  two  or  three 
inches,  instead  of  an  inch  and  a  quarter.  On  account 
of  this,  prostatic  catheters  are  made  longer  than  others. 
In  adclition  to  its  increase  in  length,  the  urethra  be- 
comes more  or  less  tortuous.  Thus,  if  one  lateral  lobe 
be  more  enlarged  than  the  other,  it  will  cause  the 
urethra  to  bulge  towards  the  opposite  side ;  if  the 
middle  lobe  be  enlarged,  the  urethral  floor  will  be 
pushed  up  from  below  so  as  to  cause  a  convexity  in 


An  Enlarged  Prostate  with  an  Hypertrophied  Bladdei-. 
A  sacculus  has  developed  at  the  uppermost  part  of  tho 
bladder. 

this  situation.  If  there  is  much  general  enlargement, 
the  iirethra  becomes  compressed,  so  that  the  lumen 
of  its  tube  is  narrowed  and  the  passage  of  urine 
is  interfered  with.  In  this  way  retention  may  be 
caused. 


CHANGES  IN  THE  BLADDER. 


In  the  bladder  the  urethral  orifice  is  pushed 
upwards,  so  that  it  no  longer  occupies  the  lowest 
position  m  the  erect  posture,  and  thus  predisposes  the 
urine  to  collect  in  a  pouch  behind  it.  In  some  cases 
the  orifice  of  the  urethra  is  surrounded  by  a  ring  of 
prostatic  growth,  which  is  most  prominent  when  viewed 
f^m  the  bladder.  On  account  of  the  obstruction 
ottered  to  the  passage  of  urine,  the  vesical  waUs  hyper- 
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Section  of  a  Dilated  Bladder,  siiowiug  the  pouching 
of  the  bladder-wall  which  occurs  bchiud  au  eularge'd 
prostate.  A  bristle  has  been  introduced  into  the  loft 
ureter. 

tro^Dhy,  and  the  organ  may  subsequently  become 
fasciculated  and  sacculated,  as  described  in  a  previous 
chapter.  When  the  middle  lobe  is  much  enlarged,  it 
tends  to  become  pedunculated  and  to  extend  towards 
tlie  vesical  cavity.    It  thus  becomes  a  very  prominent 
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cause  of  difficult  mictui-ition  and  retention  of  urine, 
for  it  not  only  lies  directly  over  the  urethral  orifice, 
but  tends  to  be  thrust  down  as  a  valve  over  that 
orifice  by  the  pressure  of  the  urine  in  attempts  at 
micturition. 

As  time  goes  on,  and  micturition  becomes  increas- 
ingly difficult,  more  and  more  urine  is  habitually 
retained,  and  this  for  several  reasons.  The  more 
nearly  the  bladder  is  emptied,  the  less  efficaciously 
is  it  able  to  contract  with  force  on  its  contents ; 
and  the  more  the  urethral  orifice  is  pushed  up  by 
the  enlarged  gland,  the  more  does  urine  collect  in 
the  lowest  part  of  the  bladder  behind  the  prostate. 
Again,  when  the  enlarged  median  lobe  acts  as  a  valve, 
occluding  the  urethral  orifice  on  any  attempt  at  mic- 
turition, urination  becomes  possible  only,  when,  by  the 
distension  of  the  bladder  and  the  traction  on  its  walls, 
the  median  lobe  is  drawn  upwards  and  backwards  and 
removed  from  the  urethral  aperture.  Even  then,  as  the 
bladder  contracts  and  empties  its  contents,  the  middle 
lobe  again  settles  down  and  prevents  the  complete 
expulsion  of  the  urine.  But  as  the  obstruction  to 
micturition  becomes  greater,  the  bladder  becomes 
habitually  more  and  more  distended,  until  finally, 
being  always  as  full  as  it  will  hold,  it  ceases  to  act 
as  a  reservoir.  The  urine  which  flows  into  it  from 
the  ureters  then  constantly  dribbles  out  through  the 
urethra,  and  permanent  incontinence  therefore  results. 
In  time,  a  bladder  which  is  thus  chronically  over-dis- 
tended loses  tone,  and  becomes  paralysed  or  atonied. 

The  retention  in  its  turn  sets  up  cystitis,  with 
alkalinity  of  the  urine  and  the  secretion  of  much 
sticky,  viscid  mucus.  The  urine  is  often  very 
•foul  indeed,  and  in  bad  cases  contains  pus  and  blood 
derived  from  the  ulcerated  bladder-walls.  Occasion- 
ally, phosi)hates  are  deposited  in  the  alkaline  urine, 
and  form  concretions  on  the  mucous  membrane. 
In  other  cases  definite  calculi  may  be  formed. 

The  effect  of  the  retention  of  urine  and  of  the 
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^ypertrophy  of  the  bladder-waJls  is  distension  of 
PveH^  renal  pelves  and  calices 

s^on  """P^'^^i  be  caused  by  exten- 

aion  of  inflammation  from  the  bladder 

In  addition  to  the  chronic  retention  of  some  of  the 
pwiir?"  «f  -l-ged  prostate,  acute  and  com! 
plete  retention  IS  hable  to  result  from  anythm^r  which 
stX  '^^^^f      «f  the  prostate   ancl  consequent 

blet  «Tl  1         ^l^^^-  ^  ^^^^  ^^h°  h^^«  always 

been  able  to  pass  his  water,  although  with  difficulty, 
may  have  an  attack  of  acute  retention  as  the  result 
of  exposure  to  cold  and  wet,  or  of  indulgence  in 
alcoholic  hquors.  Either  of  these  may  cause  pros- 
tatic congestion  and  swelling-conditions  which  are 
usually  temporary  and  amenable  to  properly  du^ected 
treatment.  i.    i  j 

TUMOURS  or   THE  PROSTATE. 

Innocent  tumours  of  the  prostate,  which  consist  of 
hbrous  or  glandular  tissues  and  complicate  c^eneral 
hypertrophy,  have  already  been  described ;  they  are 
almost  the  only  new  g•ro^vths  of  an  innocent  nature 
that  are  met  with  in  this  gland. 

Malignant  tumours  are  usually  carciuomata, 
though  sarcomatous  growths  have  been  observed! 
The  carcinomata  are  of  the  glandular  or  spheroidal- 
celled  variety,  and  are  more  often  soft  or  "  medullarv 
than  hard  or  "  scirrhous."  They  grow  rapidly,  and 
tend  to  cause  the  same  complications  as  similar 
tumours  arising  in  the  bladder.  Not  infrequently 
they  cause  pressure  on,  or  f ungate  into,  the  rectum. 


PROSTATIC  CAIiCULI. 

The  calculi  which  are  of  common  occurrence  in  the 
prostates  of  old  men  have  nothing  to  do  with  urinary 
calculi.  They  are  developed  in  the  glandular  tissue, 
and  form  small  concretions  about  the  size  of  grains 
of  barley,  and  seldom  larger.    They  are  commonly 


PROSTATIC  CALCULI. 


multiple,  and  by  their  mutual  pressure  become 
facetted.  In  most  cases  they  give  rise  to  no  trouble, 
but  in  some  cause  difficulty  of  micturition,  and  more 
rarely  suppuration  in  the  prostate.  They  are  com- 
posed almost  entirely  of  phosphate  of  lime,  with  about 
15  per  cent,  of  animal  matter. 
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CHAPTER  XLVIII. 
tubz:rcuz.ar  disease  or  the 

GENZTO-URINARY  TRACT. 

Tuberculosis  may  affect  any  part  of  the  genito- 
urinary tract,  and,  as  it  is  specially  liable  to  attack 
many  parts  in  the  same  patient,  it  is  advisable  to 
treat  of  the  disease  as  a  whole.  It  may  commence 
in  the  bladder,  kidneys,  or  testes,  and  is  especially 
common  in  young  adults. 

The  first  morbid  change  in  the  bladder  is  tlie 
growth  of  small  grey  tubercles,  such  as  are  commonly 
seen  wherever  tuberculosis  occurs.  These,  which  are 
most  numerous  about  the  trigone,  after  a  time  break 
down  and  form  circular  superficial  ulcers  without  any 
induration  or  thickening.  By  an  extension  of  this 
process,  the  mucous  lining  is  destroyed  and  general 
cystitis  is  set  up. 

In  the  ureters  similar  changes  ensue,  and  these 
tubes  become  ulcerated  and  roughened  ;  theii-  walls 
also  are  usually  much  thickened.  In  some  cases  great 
obstruction  is  offered  to  the  passage  of  urine,  and 
occasionally  the  ureter  is  practically  obliterated. 

In  the  kidneys  the  pelvis  and  calices  are  chiefly 
affected.  Their  mucous  lining  becomes  swollen  and 
thickened,  and  in  time  ulcerated,  forming  a  soft  pulpy 
membrane  like  a  piece  of  sodden  wash-leatlier.  Tlie 
discharge  from  the  inflamed  surfaces  is  at  first  mucoid, 
but  very  soon  becomes  purulent  and  blood-stained. 
The  course  of  the  disease  differs  much  in  different 
cases.    In  some,  the  urine  finds  difficulty  in  obtain- 
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in<^  an  exit  on  account  of  the  swelling  of  the  soft 
tis^sues  and  obstruction  in  the  ureter  caused  by  the 
passage  of  the  thick  pus  and  mucus;  the  pelvis  and 


Fig.  10^. 


A  Tubercular  Kidney  and  Ureter.  The  kidney  shows 
numerous  cavities  which  were  iilled  with  caseous  pus. 
The  mucous  lining  of  the  ureter  is  roughened  and  ulcerated, 
and  the  whole  tube  is  much  enlarged. 

calices  consequently  become  distended,  and  the  whole 
kidney  greatly  enlarged.  Suppuration  commonly 
extends  to  the  kidney  substance,  and  in  time  to  the 
peri-nephritic  tissue,  causing  in  the  latter  situation  the 
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formation  of  a  peri- nephritic  abscess.  This,  in  rare 
cases,  discharges  into  the  colon,  but  more  commonly 

Fig.  105. 


Tubercular  Disease  of  the  Testes,  Vasa  Defercntia,  aud 
Prostate.    The  testes  are  studded  with  numerous  caseous 
uodulcs,  the  vasa  defereutia  are  tliickeued,  and  the  prostate 
contains  a  largo  abscess-cavity, 
comes  to  the  surface  and  bursts  externally,  the  patient 
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subsequently  dying  from  exhaustion  or  from  destruc- 
tion of  the  renal  secreting  substance.  In  other  cases 
the  inflammatory  pi'ocess  gradually  subsides,  the 
exudation  diminishes,  and  many  of  the  products  of 
inflammation  undergo  caseation,  forming  a  putty-like 
pultaceous  mass.  The  kidney  in  such  a  case  loses  all 
functional  activity,  and  is  practically  placed  outside 
the  organism,  just  as  much  as  is  a  caseous  lymphatic 
gland.  If  the  other  kidney  is  healthy,  and  is  capable 
of  becoming  hypertrojjhied  to  a  sufficient  extent,  life 
may  be  prolonged  indefinitely. 

In  many  patients  the  disease  commences  as  a 
deposit  of  tubercle  in  the  renal  cortex.  From  this,  as 
from  a  centre,  the  mischief  spreads,  other  deposits 
occur  in  different  portions  of  the  gland,  and  thus 
several  caseous  masses  are  formed.  Any  of  these 
may  bm\st  into  the  pelvis,  and  from  this  the  tubercle 
may  extend  to  the  ureter. 

In  the  prostate,  tubercle  causes  a  general  enlarge- 
ment of  the  gland,  with  the  formation  in  it  of  caseou.s 
masses  and  abscesses.  These  commonly  come  to  the 
surface  at  the  prostatic  urethra  or  the  neck  of  the 
bladder,  and  discharge  by  an  irregular  ragged 
aperture. 

When  the  prostate  is  attacked,  the  vesiculae 
seminales  are  also  usually  affected.  They  become 
enlarged,  hardened,  and  nodular,  and,  on  section,  are 
found  to  contain  caseous  matter. 

Tubercular  disease  of  the  testis,  which  is  almost 
always  present  when  the  vesicula;  and  prostate  are 
affected,  is  described  in  a  future  chapter. 


2  w 
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CHAPTER  XLIX. 
URINARV  CAXiCUIiI. 

The  salts  wliicli  are  normally  held  iu  solution  in  the 
urine  may  be  deposited  from  that  fluid  in  the  form  of 
concretions  or  calculi,  and  may  then  be  retained  in 
any  part  of  the  urinary  tract. 

The  most  common  calculi  are  those  composed  of 
uric  acid,  of  urates,  of  oxalate  of  lime,  and  of  fusible 
phosphates. 

Calculi  composed  of  uric  acid  or  urates  are  met 

with  chiefly  in  the  children  of  the  poor,  and  in  men 
of  the  gouty  or  uric-acid  diathesis.  In  children  they 
appear  to  result  from  feeding  with  indigestible  or 
impi-oper  food,  which  results  in  the  production  of 
undue  quantities  of  waste  matter  and  excess  of  work 
for  the  excreting  organs.  The  urine  consequently 
becomes  highly  acid  and  concentrated,  and  the  solid 
matter,  being  more  than  can  be  properly  held  in  solu- 
tion, is  deposited  as  a  sediment  in  the  renal  tracts. 

The  ingestion  of  excessive  quantities  of  food  or  of 
alcoholic  liquors,  combined  often  with  deficient^  exer- 
cise, a  torpid  liver,  an  unhealthy  skin,  and  constipated 
bowels,  brings  about  the  same  result.  More  work  is 
thrown  on  the  kidneys  than  should  fall  to  their  share, 
the  urine  becomes  concentrated,  and  calculi  are  formed. 
It  appears  probable  that  mere  concentration  of  urine 
is  not,  however,  enough  in  itself  to  produce  calculi,  and 
that  the  highly  acid  ui-ine  first  causes  a  catarrh  of  the 
renal  tul)es.    The  (Tystalline  deposit  is  supposed  to  be 
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formed  in  the  renal  epithelial  cells,  and  to  extend  from 
them  to  the  lumen  of  the  tubes. 

Oxaluria,  or  the  presence  of  oxalate  of  lime  in 

the  urine  in  excessive  quantities,  can  hardly  be 
regarded  as  having  been  at  present  satisfactorily 
explained.  It  has  been  described  for  many  years 
as  occurring  in  connection  with  a  definite  diathesis, 
the  so-called  "  oxalic-acid  diathesis,"  in  patients 
who  are  in  a  broken-down  or  debilitated  state  of 
health,  who  are  overworked  or  worried,  with  much 
nervous  depression,  &c.,  but  at  the  present  time  there 
are  many  who  think  that  there  is  no  definite  diathesis 
associated  with  the  formation  of  oxalate  of  lime,  and 
consider  that  its  presence  in  the  urine  is  due  to  the 
ingestion  or  failure  of  assimilation  of  vegetables  and 
fruits.  Other  authors  are  of  opinion  that  oxalic 
acid  is  formed  by  the  decomposition  of  uric  acid,  and 
consider  that  its  production  is  only  a  variation  or 
modification  of  the  uric-acid  diathesis.  Whatever 
may  be  the  final  conclusions,  it  is  certain  that 
oxaluria  and  oxalate-of-lime  calculi  are  by  no  means 
limited  to  debilitated  or  broken-down  patients,  and 
that  oxaluria  often  alternates  with  the  presence  of 
uric  acid  and  urates  in  the  urine. 

RETiTAIi  CAIiCUIiVS. 

Most  of  the  calculi  which  are  formed  in  the  kidneys 
escape  from  the  gland  whilst  yet  small,  and  are  subse- 
quently voided  in  the  form  of  gravel.  Some,  how- 
ever, remain  behind.  The  effects  produced  by  a  renal 
calculus  depend  much  upon  its  position  and  mobility, 
and  to  a  less  extent  on  its  size.  If  formed  and  re- 
tained in  the  cortex,  it  may  become  encysted  and 
fixed,  shut  ofF  from  the  urinary  tract,  and  so  give  rise 
to  little  or  no  trouble.  If,  on  the  other  hand,  it  passes 
into  the  pelvis,  it  is  liable,  by  its  constant  movement, 
to  cause  pyelitis,  with,  in  time,  haimaturia  and 
pyuria,  whilst,  by  occasionally  blocking  the  orifice  of 
the  ureter,  it  may  bring  on  attacks  of  renal  colic  and 
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cause  distension  of  the  jselvis  and  calices.  The  moie 
freely  movable  it  is  the  more  pain  it  will  cause. 

The  worst,  however,  that  can  result  from  the 
presence  of  a  calculus  in  the  kidney  is  the  blocknig 
of  the  ureter  by  the  impaction  of  the  stone.  The 
urine  is  then  retained  in  the  renal  pelvis,  and  hydro- 
nephrosis results,  the  calices  becoming  di.stended  and 
the  glandular  tissue  being  absorbed  by  pressure. 

Fig.  io6. 


A  Siippui-atiiip:  Kiduey  with  n.  Calculus  impacted  at  the 
,    Orifice  of  the  Ureter.    The  calii'es  arc  dilated,  and  the 
rcual  tissue  atrophied.    The  kidney  was  very  large,  aud 
full  of  pus. 

In  many  cases  the  irritation  caused  by  the  stone 
results  in  suppuration  of  the  pelvis  and  calices,  and 
pyuria.  The  pus  usually  has  some  difficulty  in  esciip- 
ins,  on  account  of  inflammatory  swelling  of  the 
mucous  membrane  of  tlie  pelvis  and  ureter,  aud  the 
kidney  consequently  is  distended  by  it,  and  becomes 
in  time  a  huge  multilocular  abscess-cavity,  often  jn-o- 
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clucing  a  considerable  swelling  in  the  lumbar  region. 
Wlien  the  renal  pelvis  is  distended  by  pus,  the  condi- 
tion is  named  pyo-nephrosis.  In  cases  such  as 
these  the  suppuration  mey  extend  to  the  neighbour- 
ing cellular  tissue,  and  cause  the  formation  of  a  peri- 
nephritic  abscess.  In  proportion  as  one  kidney  is 
destroyed  the  more  does  its  fellow,  if  healthy,  become 
hypertrophied  to  supply  the  needs  of  the  organism, 
and  thus  the  quantity  of  urine  may  not  be  seriously 
diminished. 

A  renal  calculus  tends  to  increase  in  size  by  the 


Fig.  107. 


A  Kidney  with  a  Large  Branched  Calculus  dccupying  the 
Pelvis  and  Calices. 


deposit  on  its  surface  of  fresh  concretions.  So  long  as 
the  urine  is  acid  the  increase  is  chiefly  by  the  deposit 
of  uric  acid,  urates,  or  oxalate  of  lime,  but,  when  as 
the  result  of  pyelitis  the  secretion  becomes  alkaline, 
phosphates  are  deposited,  not  only  from  the  urine,  but 
also  from  the  pus  and  mucus  which  are  jjresent.  As 
a  renal  calculus  grows  it  usually  becomes  branched, 
and  in  time  the  whole  of  the  calices  may  be  filled 
with  calculous  material  attached  to  a  central  stem  in 
the  pelvis  and  ureter. 

CAX.CUI.I  XXar  THE  URETER. 

If  a  calculus  is  not  stopped  at  the  orifice  of  the 
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ureter,  it  is  generally  able  to  traverse  that  tul^e  and  to 
reach  the  bladder.  This,  however,  is  not  always  the 
case,  and  the  stone  may  be  impacted  in  any  part  of 
the  tube.  If  it  does  not  stick  at  the  orifice,  it  is  most 
likely  to  be  arrested  at  the  other  extremity  of  the 
ureter.  The  effects  of  blocking  of  any  part  of  the 
ureter  are  identical  with  those  already  described  as 
following  impaction  of  the  stone  in  the  renal  pelvis, 
and  do  not  require  further  description. 

VESZCAIi  CAIiCUIiZ. 

Calculi  in  the  bladder  most  often  result  from 
transit  of  a  stone  from  the  kidney,  but,  as  already 


Fig.  io8. 


Sfctioii  of  a  rric-ai-id  Calculus,  sho«-iii!j;  llie  smooth 
outline  and  conci'iitrir  !ainiun3. 

stated,  stones  comijosed  of  phosphates  may  be  formed 
in  loco  when  the  urine  has  been  rendered  alkaline  by 
chi'onic  cystitis. 

Uric-acid  stones  are  generally  I'ound  or  oval, 
liard,  but  brittle.  They  vary  in  weight  from  a  few 
grains  to  half  a.  pound  or  more.  Their  surftice  is 
smooth,  and.  on  section,  tliev  are  of  a  dull  brick-red 
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colour,  witli  well-marked  concentric  rings  or  laminje. 
Their  central  part  or  nucleus  is  often  darker  than  the 
remainder.  They  are  soluble  with  eflervescence  in 
nitric  acid,  and  combustible  with  very  little  ash. 
They  are  soluble  also  in  a  dilute  solution  of  potash. 

Urate  of  soda  and  urate  of  ammonia  often 
occur  in  combination.  Such  stones  are  smooth,  round, 
or  oval,  fawn-coloured  or  earthy  on  section,  not  lami- 
nated, and  not  so  hard  as  the  uric-acid  calculi. 

Oxalate-of-lime  stones  are  seldom  more  than  two 
ounces  in  weight,  and  most  of  them  are  much  below 


riG.  109.  Fig.  tio. 


All  ( i\;ilati  -(if-Liiiic  f'alrulus.  Stction  of  an  Oxalate-of-Liiuc 

Calculus,  sUowiug  the  irre- 
gular wavy  l.uiiiucO. 


this.  In  shape  they  are  usually  irregularly  rounded, 
with  numerous  nodular  projecting  portions,  which 
give  them  a  rough  and  tuberculated  appearance.  On 
section,  they  are  found  to  be  very  hard  and  tough, 
and  of  In-ownish  or  gi-een  colour.  They  are  generally 
laminated,  but  the  concentric  lamina^,  instead  of  being 
regular  and  ring-like,  as  in  uric-acid  stones,  are  usually 
wavy  and  jagged.  Oxalate-of-lime  calculi  are  soluble 
in  hydrochloric  acid. 

Fusible  calculus,  or  calculus  composed  of  phos- 
phate of    lime   with    phosphate   of    ammouia  and 
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magnesia,  is  the  commonest  form  of  phosphatic  stone, 
and  sometimes  attains  a  great  size.  It  is  of  a  dead- 
white  colour,  soft,  light,  smooth,  and  not  laminated  on 
section. 

Cystine  calculi  are  oval,  finely  crystalline  on  the 
surface,  and,  when  recently  extracted,  of  a  yellow, 
honey  colour.  _  They  are  soft  and  friable,  not  lami- 
nated on  section,  and  are  readily  soluble  in  ammonia. 
These  calcuH  are  remarkable  for  the  change  in  colour 
they  undergo  after  exposure  to  the  light  for  some 
months,  for  it  will  be  found  that  they  then  gradually 
assume  a  delicate  emerald-green  hue. 

Other  forms  of  calculi  are  rare,  and  do  not  require 
sejiarate  description.  They  are  composed  of  xanthic 
oxide,  phosphate  of  lime,  carbonate  of  lime,  and 
ammonio-magnesium  or  triple  phosphate. 

Many  calculi  are  not  composed  throughout  of  the 
same  substance,  but  are  formed  of  concentric  layers 
of  difierent  formation.  Thus,  it  is  common  to  find  a 
uric-acid  nucleus  surrounded  by  a  ring  of  phosphates, 
and  this  in  its  tui^n  coated  with  another  layer  of  uric 
acid  or  urates,  the  whole  perhaps  sui'mounted  by 
another  phosphatic  coat.  In  other  cases  oxalate  of 
lime  may  alternate  with  uric  acid,  urates,  or  phos- 
phates. 

The  alternation  of  the  phospliatic  and  uric-acid 
layei'S  is  explained  by  the  differing  reactions  of  the 
urine.  When  the  latter  is  acid,  the  calculus  increases 
in  size  by  the  deposit  of  uric  acid  ;  but  when  C3'stitis 
has  caused  the  urine  to  become  alkaline,  then  the 
phosphates  which  are  normally  held  in  solution 
become  deposited. 

Effects  of  a  stone  in  the  bladder. — A  calculus 
in  the  bladder  alwaj's  sets  up  a  certain  amount  of 
cystitis.  To  a  limited  extent  the  latter  is  propor- 
tionate to  the  roughness  and  size  of  the  stone,  but  it 
is  nevertheless  true  that  in  many  instances  small  and 
perfectly  smootli  stones  cause  infinite  pain  and  vesical 
irritation,  whilst  in  other  patients  large  and  rough 
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stones  elicit  but  few  symptoms.  This  is  to  be  attributed 
to  the  difterent  idiosyncrasies  of  the  patients  them- 
selves ;  children  usually  sufler  more  than  adults.  The 
changes  that  occur  in  cystitis  have  already  been  de- 
scribed ;  but  it  must  be  pointed  out  that  the  obstruc- 
tion to  micturition  caused  by  the  thick  and  viscid 
mucus  is  probably  one  of  the  causes  of  the  hyper- 
trophy of  the  bladder  which  is  a  common  result  of  a 
calculus.  This  hypertrophy  is  also  probably  induced 
by  the  occasional  obstruction  of  the  urethra  by  the 
stone — a  circumstance  which  is  most  likely  to  happen 
at  the  end  of  the  act  of  micturition. 

In  cases  of  long  standing,  sacculi  may  be  developed 
in  the  hypertrophied  viscus.  These  are  of  much 
importance,  for  in  them  stones  may  lodge,  or,  if 
lithotrity  be  performed  in  the  sacculated  bladder,  great 
trouble  and  danger  may  arise  from  fragments  becoming 
encysted.  The  changes  that  ensue  in  the  ureters  and 
kidneys  are  such  as  have  already  been  described  under 
the  head  of  "  Surgical  Kidney." 

CAIiCUI.1  IN  THi:  TTRETHRA. 

Small  calculi  are  often  passed  by  gouty  people  who 
suffer  from  gravel  in  the  urine,  and  the  large  majority 
of  such  stones  are  not  retained  in  any  part  of  the 
urethra. 

The  impaction  of  a  calculus  is  of  much  more  fre- 
quent occurrence  in  children  than  in  adults.  The 
usual  place  for  a  stone  to  lodge  is  the  fossa  navi- 
cularis,  for  the  very  good  reason  that  the  meatus  is 
the  narrowest  point  in  the  whole  urethra.  Such 
impaction,  indeed,  is  the  most  frequent  cause  of  reten- 
tion of  virine  in  children,  and  in  any  case  of  the  kind 
ought  to  be  at  once  suspected. 

The  local  effect  of  the  lodgment  of  a  stone  in  this 
position  is  a  general  cedema  of  the  prepuce,  penis,  and 
often  of  the  scrotum,  and  sometimes  urinary  extra- 
vasation, which  probably  I'esults  from  ulceration  of 
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the  mucous  membrane     AUhr..■...^.    ^    £■  ■ 

the  urethra     nffl     .^'^^^^^^i  I'etention  is  marked, 

a   nerte°r  i '"f  becomes  nioereted. 

c^ses  the  .toi  esc^L  wM;'.,,/;,r 
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CHAPTER  L. 
DISEASES  or  THE  TESTIS. 

MAXiPOSXTIOM'  OF  THE  TESTIS. 

The  testis  may  be  arrested  in  any  part  of  its  pas- 
sage from  the  lumbar  region  to  the  scrotum.  First, 
it  may  never  leave  this  region,  but  may  remain  per- 
manently in  close  proximity  to  the  kidney.  Secondly, 
it  may  pass  as  far  as  the  internal  abdominal  ring,  but 
fail  to  enter  the  inguinal  canal.  Thirdly,  it  may  pass 
into  the  inguinal  canal,  but  fail  to  traverse  the  external 
ring.  Fourthly,  it  may  pass  through  the  ring,  but  not 
descend  into  the  scrotum.  The  causes  of  this  retention 
are  variously  stated.  It  is  probable  that  the  most  fre- 
quent cause  is  intra-uterine  pei'itonitis,  and  the  forma- 
tion of  adhesions  between  the  folds  of  peritoneum  in 
the  neighbourhood  of  the  gland,  but  an  unusally 
small  external  ring,  and  a  want  of  power  in  the 
gubernaculum  testis,  have  also  been  shown  to  bring 
about  an  incomplete  descent.  Shortness  of  the  vas 
deferens  and  an  unusually  large  epididymis  have  also 
been  claimed  as  causes  of  retention. 

There  has  been  much  controversy  as  to  the  con- 
dition and  development  of  a  retained  testis,  and  it 
is  now  tolerably  clear  that,  whereas  in  the  majority 
of  cases  the  testes  are  undeveloped  and  the  patient 
sterile,  in  a  few  the  gland  is  active,  and  semen  is 
normally  secreted.  It  is  generally  considered  that 
the  testis  is  less  likely  to  be  undeveloped  if  retained 
in  the  abdomen  than  if  subjected  to  the  pressure  of 
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the  muscles  by  retention  in  the  inguinal  canal  -md 
as  might  be  expected,  when  the  patient  is  Se  and 
especially  when  virile  power  is  absent,  other  s  l^s  of 
impaired  virihty  will  be  found  in  the  condit£ 
the  vo.ce  the  growth  of  hair,  l^c.    In  al   cases  o 
undescended   testis  the  corresponding  ha  f  of  tl^ 

Occasionally  the  testis,  instead  ef  being  retained 
s  above  described,  descends  i^to  unnatural  pos  t'ons 
and  may  thus  pass  into  the  perineum  or  throuWi  the 
crural  ring  into  the  femoral  canal.  I  have  also  seen 
a  case  in  which,  after  its  transit  through  the  external 
rnig,  the  gland  passed  outward  into  Scfrpa's  triaiij^e 

testis^ rfr"'         ^^^^^"^'^   °^  misplaSed 
testis.— A  testis  which  is  retained  in  the  inguinal 
canal  is  constantly  liable  to  attacks  of  orchitis  caused 
by  the  contraction  of  the  abdominal  muscles  durincr  any. 
violent  exertion,  and  it  is  by  no  means  uncommon  for 
the  gland  in  such  cases  to  be  forced  through  the  external 
abdominal  nng.    Such  extrusion  is  merely  temporary 
and  the  testis  almost  at  once  returns  to  its  previous 
position.    In  the  perineum  also,  the  gland  is  -reatly 
exposed  to  injury,  and  thus   is   rendered  liable  to 
frequent  attacks  of  orchitis.     It  must  further  be 
remembered  that  when  the  testis  is  retained  it  is  in 
close  proximity  to  the  peritoneum,  and  that,  conse- 
quently, inflammation  commencing  in  the  testis  may 
extend  and  cause  peritonitis.     The  gland  when  re- 
tained IS  liable  to  be  the  seat  of  orchitis  in  cases  of 
gonorrhoea  or  of  mumps,  exactly  as  it  is  when  in  its 
normal  position. 

Eetention  of  the  testis  is  generally  believed  to 
predispose  it  to  maligna,nt  disease  in  a  marked 
degree,  and  the  explanation  that  is  commonly  eiyen 
IS  that  imperfectly  developed  organs  are  more  fiable 
than  healthy  ones  to  be  thus  affected,  and  that  the 
irritation  and  frequent  attacks  of  orchitis  induced  by 
pressure  in  the  inguinal  canal  are  likely  to  act  as 
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exciting  causes,^  /egasideting  the  comparative  fre- 
quency of  undesce^iWAEtystis,  I  am  myself  by  no 
means  convinced  that  it  is  attacked  by  malignant 
growth  in  a  larger  percentage  of  cases  when  in  the 
inguinal  canal  than  when  in  the  scrotum. 

Interstitial  inguinal  hernia  is  a  common  complication 
of  undescended  testis,  and  generally  results  from  failure 
in  the  normal  process  of  closure  of  the  funicular 
portion  of  the  tunica  vaginalis.  Mr.  Curling  and 
other  writers  on  the  subject  believe  that  hernia  is 
much  more  likely  to  complicate  a  late  descent  of  the 
gland  than  is  its  simple  retention,  for  in  some  patients 
testes  which  are  retained  for  months  after  birth 
subsequently  descend.  In  such  cases  the  intestine 
may  be  found  adherent  to  the  testis.  Occasionally, 
hydrocele  complicates  retention  of  the  testis. 

XNFIiAIVSIVIilTZON'  OF  THE  TESTIS — 
ORCHITIS. 

Acute  orchitis  (as  apart  from  epididymitis)  most 
often  results  from  injury,  but  is  also  caused  by  ex- 
posure to  cold  or  wet,  and  is  met  with  in  cases  of 
mumps  and  in  gout,  as  well  as,  more  rarely,  in 
rheumatic  '  subjects  and  in  patients  suffering  from 
acute  febrile  disorders. 

The  inflamed  testis  presents  the  appearances  com- 
mon to  all  acute  inflammations,  but,  on  account  of  the 
denseness  of  the  tunica  albuginea,  is  unable  to  swell 
to  any  extent,  and  thus  becomes  proportionatelv 
painful.  The  inflammation  rarely  terminates  in  sup- 
puration, the  inflammatory  products  being  readily 
removed  by  the  numerous  lymphatics  of  the  part. 
Abscess  and  even  gangrene  have,  however,  been 
known  to  occur.  In  some  cases  the  orchitis  causes  so 
much  damage  to  the  glandular  epithelium  that  the 
testis  subsequently  becomes  completely  atrophied. 

Chronic  orchitis  may  result  from  an  acute  attack 
which  has  not  undergone  complete  resolution,  but  as 
it  is,  in  simple  cases,  always  combined  with  some 
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inflammation  of  the  epididymis,  it  is  not  necessary  tc 
rurther  describe  it  here.  • 

EPXDIDYIVIITIS. 

Epididymitis,  or  inflammation  of  the  epididymis- 
IS  almost  nivariably  the  result  of  some  irritation  or. 
niflammation  of  the  urethra.  The  epicUdymis  is  alsoc 
commonly  aflected  in  orchitis,  and  amongst  the  causes- 
of  epididymitis  may  therefore  be  enumerated  thoset 
which  have  already  been  mentioned  in  connection  with  , 
the  latter  subject. 

Inflammation  of  the  urethra,  in  whatever  wayr 
excited,  is  liable  to  cause  epididymitis,  and  thus  the  = 
latter  may  complicate  the  urethritis  caused  by  gout,  the^ 
passage  of  gravel,  the  use  of  catheters,  &c.  Gonorrhoea, . 
however,  being  the  most  common  cause  of  urethritis, . 
is  also  the  most  common  cause  of  inflammation  of  the 
epididymis,  and  it  may  further  be  said  that  the- 
epididymitis  which  results  from  an  acute  gonorrhceal  I 
urethritis  is  itself  likely  to  be  acute,  whilst  that 
which  arises  from  a  chronic  urethritis  or  gleet  is; 
more  likely  to  be  chronic. 

The  epididymitis  which  results  from  inflammation 
of  the  urethra    has  commonly  been  spoken   of  as^ 
"  metasteitic,"  a  term  which  implies  that  the  inflam- 
matory process  is  transferred  from  the  one  part  to  ■ 
the  other ;  it  has  also  been  called  '•  sympathetic." 
There  is  every  reason  to  believe  that  the  aflection  of 
the  epididymis  is  the  result  of  an  extension  of  the 
inflammation  from  the  prostatic  uretlira  to  the  common  . 
ejaculatory  ducts,  and  thence  along  the  vasa  deferentiii.  i 
This  opinion  is  bca-ne  out  by  the  fact  that  epididymitis 
is  especially  liable  to  result  from  inflammations  of  the 
deeper  portions  of  the  urethra  rather  than  from  those 
of  the  anterior  pai'ts  of  that  tube. 

Acute  epididymitis  is  attended  with  much 
swelling,  which  commonly  extends  to  the  spermatic 
cord  and  the  testis  ;  the  epididymis  is  also  extremely 
tender  and  painful.    In  these  cases,  as  well  as  in 


CHRONIC  EPIDIDYMITIS. 


acute  orchitis,  the  inflammation  frequently  extends 
to  the  tunica  vaginalis,  and  results  in  the  condition 
knowTi  as  "acute  hydrocele."  This  is  nothing  more 
than  an  inflammatory  exudation  into  the  cavity  of 
the  tunica  vaginalis,  and  is  accountable  for  most  of 
the  swelling  which  is  more  commonly  attributed  to 
the  testis  itself.  In  acute  ejaididymitis  the  scrotum 
is  hable  to  become  red  and  swollen,  and  in  some  cases 
is  greatly  enlarged  by  oedema. 

Chronic  epididymitis  and  orchitis  may  result 
from  an  acute  attack,  or  may  originate  in  a  chi-onic 
inflammation  of  the  urethra.  They  are  perhaps  more 
often  dependent  upon  stricture  and  its  accompanying 
urethritis  than  upon  any  other  cause. 

In  such  cases  the  epididymis  becomes  enlarged, 
hard,  and  kjiotty,  from  the  formation  in  it  of  fibrous 
tissue  developed  from  the  inflammatory  exudation. 
The  testis  also  is  swollen  and  tender,  the  cord  is 
enlarged,  and  the  tunica  vaginalis  contains  some 
serous  fluid.  In  cases  of  long  standing  the  contrac- 
tion of  the  newly  formed  fibrous  tissue  causes  oblite- 
ration of  the  seminal  tubules  or  of  the  vas  itself. 
Atrophy  of  the  gland  also  may  result,  as  in  acute 
orchitis.  In  some  cases  the  inflammation  terminates 
in  suppuration,  an  abscess  forms,  the  skin  becomes 
adherent,  and  the  pus  is  discharged.  Occasionally, 
after  the  abscess  has  burst,  the  testis  tends  to  pro- 
trude through  the  aperture,  and  the  condition  known 
as  "hernia  testis  "  is  produced.  This  protrusion 
is  generally  associated  with  an  unhealthy  condition 
of  the  gland  itself,  and  is  much  more  common  in 
connection  with  strumous  disease  of  the  testis  than 
with  simple  chronic  orchitis. 

STRUMOUS,    SCROFULOUS,    OR  TUBERCULAR 
DISEASE   OF    THE  TESTIS. 

These  are  the  various  names  applied  to  a  chronic 
form  of  orchitis  which  exhibits  in  all  its  phases  the 
characteristics  common  to  strumous  inflammations. 
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_  It  has  already  been  mentioned  that  this  affection 
IS  trequeutly  an  accompaniment  of  tubercular  disease 
ot  other  portions  of  the  genifco-urinary  tract,  and,  as 
might  be  expected,  it  is  seen  chiefly  in  unhealthy 
or  strumous  subjects,  and  is  more  common  before 
than  after  middle  age.  There  is  a  great  tendency  for 
both  testes  to  be  diseased,  though  one  may  show 
symptoms  of  the  aftection  long  before  the  other  is 

Fig.  III. 


A  Tubercular  Testis.  The  epididymis  is  speci;illv  en- 
larged, Jiud  forms  a  crescent-shaped  swelliug  behind  the 
testis.    The  tunica  vaginalis  was  distended  -vvith  lluid. 

implicated.  Strumous  orchitis  usually  commences  as 
a  swelling  of  the  epididymis,  and  at  hrst  causes  no 
pain.  The  epididymis  becomes  hard  and  knotty,  and. 
as  it  increases  in  size,  forms  a  semicircular  or  cres- 
centic  mass  behind  the  testis  (see  Figs.  105  and  11 1). 

The  early  extension  of  the  inflammation  to  the 
tunica  vaginalis  is  signalized  by  the  formation  of  a 
hydrocele,  which  often  renders  an  accurate  examiua- 
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tion  of  the  diseased  parts  more  difficult  than  would 
otherwise  be  the  case.  As  the  inflammatory  process 
progresses,  the  swollen  epididymis  softens  at  one 
part,  and  the  superjacent  skin  becomes  red,  adherent, 
and  thinned,  and  finally  bursts,  giving  exit  to  a  few 
drachms  of  pus.  In  the  course  of  the  disease  the  testis 
alsobecomes  enlarged  and  nodular,  then  soft,  caseating, 
or  suppurating,  fresh  abscesses  form,  and  in  many 
cases,  through  the  sinuses  which  result,  a  protrusion 
or  hernia  of  the  testicular  substance  ensues.  The 
spermatic  cord,  as  a  whole,  is  thickened,  but  the  vas 
deferens  is  especially  hard  and  swollen.  The  disease 
may  extend  to  the  vesiculse  seminales,  the  prostate, 
or  other  parts  of  the  genito-urinary  tract,  but  in  the 
majority  of  patients  such  a  serious  extension  is  not 
seen,  and  whilst  in  many  the  inflammatory  process 
subsides  without  ever  having  arrived  at  suppuration, 
in  others,  after  the  pus  has  been  discharged,  the 
sinuses  slowly  heal,  and  the  disease  comes  to  a 
natural  termination. 

If  the  parts  themselves  be  examined  at  various 
stages  of  the  process,  it  will  be  seen  that  strumovis 
disease  commences  in  an  inflammatory  exudation  into 
the  connective  tissue  of  the  epididymis,  combined 
with  a  catarrh  of  the  ducts.  The  inflammatory  pro- 
ducts evince  a  great  tendency  to  undergo  fatty  de- 
generation, and  thus  the  tubes  and  connective  tissue 
aUke  become  filled  with  a  caseous  pulp.  As  the  pro- 
cess extends  to  the  testis  and  cord  as  well  as  to  the 
skin,  those  structures  also  become  involved  in  a  similar 
destruction,  and  in  many  instances  a  little  ill-formed 
pus  is  produced. 

A  section  of  such  a  testis  shows  a  general  enlarge- 
ment of  the  gland,  with  several  areas  of  inflammatory 
condensation,  of  caseous  matter,  or  of  pus.  Towards 
the  epididymis  these  areas  tend  to  coalesce  aud  unite 
with  the  caseous  matter,  which  is  here  more  especially 
abundant.  The  tunica  vaginalis  contains  a  varying 
amount  of  clear   straw-coloured   fluid,   the  tunica 
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albuginea  is  thickened  in  patches,  the  cellular  tissue 
of  the  speiTuatic  cord  is  infiltrated  and  cedematous, 
and  the  vas  deferens  is  enlarged  to  some  five  or  six 
times  its  natural  size,  whilst  its  lumen  is  filled  with 
caseous  matter. 

When  an  abscess  bursts  and  exposes  the  interior 
of  a  broken-down  testis,  there  is  a  considerable  ten- 
dency to  extrusion  of  the  latter,  together  with  some 
of  the  unhealthy  inflammatory  or  granulaiton  tLssue 
which  svirrounds  and  infiltrates  it.  The  protrusion 
is  liable  to  become  increased  by  the  retraction  of  the 
skin,  and  where  the  cutaneous  opening  is  large,  and 
the  skin  not  closely  adherent  to  the  deeper  parts,  the 
retraction  may  result  in  a  complete  uncovering  of  the 
testis.    In  such  a  case  the  whole  gland  may  be  extruded. 

A  microscopical  examination  of  a  strumous 
testis  shows  that  the  process  is  essentially  tubercular, 
for  typical  tubercle  may  be  found  in  all  the  diseased 
parts.  The  epithelium  at  first  proliferates  and  fills 
the  lumen  of  the  tubes,  but  is  in  course  of  time 
slowly  destroyed  by  an  extension  of  the  tubercular 
process  to  the  glandular  tissue  itself.  It  appears 
probable  that  the  disease  always  commences  in  the 
intertubular  connective  tissue,  and  subsequently  ex- 
tends to  the  epithelium.  Sections  of  the  vas  deferens 
show  a  similar  growth  of  tubercle  in  its  Avails,  and 
in  advanced  cases  pai'tial  obliteration  of  its  lumen  by  a 
growth  of  granulation  tissue  and  tubercle.  As  in  the 
lungs  and  other  parts,  the  process  may  spontaneously 
cease,  and  the  caseous  matter  either  become  encapsuled, 
or,  in  process  of  time,  undergo  calcareous  changes. 

Miliary  tubercle  of  the  testis  may  also  be  seen  in 
the  form  of  typical  grey  granulations  in  cases  of 
general  tubercular  dissemination,  but  does  not  require 
special  description. 

SYPH1I.IT1C  DISEASE   or  THE  TESTIS. 

The  testis  may  become  the  seat  of  syphilitic  inflam- 
mation at  almost  any  time  after  the  development  of 


SYPHILITIC  OKCHITIS. 


435 


constitutional  symptoms.  The  gland  may  be  the  seat 
of  either  (i)  a  diffuse  interstitial  inflammation,  or  of 
(2)  one  or  more  gummata. 

Interstitial  orchitis  occurs  earlier  than  the 
gummatous  form,  and  is  commonly  seen  as  a  late 
secondary  lesion  ;  it  often  attacks  both  testes,  and  is 
characterized  by  a  painless  swelling  of  the  whole 
testis,  which  becomes  firm,  heavy,  of  an  oval  shape, 
flattened  from  side  to  side,  smooth  on  the  surface, 
and  not  tender.  There  is  freqviently  loss  of  testicular 
sensation.  The  epididj^mis  is  not  noticeably  affected, 
and  tlie  spermatic  cord,  although  swollen,  is  not 
definitely  thickened.  The  tunica  vaginalis  usually 
contains  an  excess  of  fluid. 

On  section  of  such  a  testis,  the  tunica  albugiuea  is 
found  to  be  much  thickened,  and  the  fibrous  septa 
which  extend  from  it  into  the  gland  appear  more 
prominent  and  dense  than  is  normal.  The  gland 
itself  is  tough  and  fibrous  and  the  testicular  substance 
diminished.  The  fluid  in  the  tunica  vaginalis  is  clear, 
and  in  some  cases  the  opposed  surfaces  of  the  serous 
membrane  are  united  by  adhesions.  A  microscopical 
examination  shows  a  growth  in  the  intertubular 
connective  tissue,  at  first  of  leucocytes  and  of  new 
blood-vessels,  afterwards  of  spindle  cells,  and  finally 
of  fibrous  tissue. 

The  termination  of  difluse  orchitis  differs  in 
different  cases.  In  some,  especially  those  which  are 
not  subjected  to  treatment,  the  seminal  tubes  are 
compressed  by  the  contraction  of  the  dense  fibrous 
growth,  and  their  epithelium,  after  undergoing  fatty 
changes,  is  gradually  cast  off.  By  a  continuation  of 
this  process  the  whole  of  the  gland  may  be  in  time 
destroyed,  and  the  shrinking  of  the  fibrous  tissue 
finally  reduces  the  testis  to  a  small  hard  mass  with 
no  trace  of  secreting  structure.  When,  however,  the 
disease  is  treated,  the  young  connective  tissue  is 
commonly  quickly  removed,  and  the  testis  again 
returns  to  its  normal  size  and  function.    In  some 
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cases  portions  only  of  the  gland  are  affected  by  this 
form  of  interstitial  iniiammation,  and  the  changes 
above  described  are  then  limited  to  one  or  more 
lobules. 

Gummatous  orchitis. — When  syphilitic  inflam- 
mation attacks  the  testis  in  an  old  or  broken-down 
subject,  or  when  it  makes  its  appearance  as  a  late 
tertiary  symptom,  the  inflammatory  products  are 
liable  to  caseate  and  to  form  gummatous  masses. 
These  tend  to  implicate  the  tunica  albuginea  and  the 
tunica  vaginalis,  to  extend  to  the  skin,  and  finally 
to  burst,  giving  exit  to  the  blood-stained  mixture 
of  cheesy  matter  and  pus  characteristic  of  gummata 
in  other  parts,  and  leaving  a  circular  cavity  in  the 
gland.  In  some  cases  of  gummatous  disease  of  the 
testis,  the  opening  in  the  skin  becomes  the  site  of  a 
hernia  of  the  testis,  such  as  occurs  in  simple  chronic 
and  strumous  orchitis. 

Section  of  a  gummatous  testis  usually  shows  that 
the  gland  is  the  seat  of  both  the  diffuse  orchitis 
described  above  and  of  the  gummatous  foi-m.  The 
processes  in  each  are  at  first  alike,  and  consist  of 
an  exudation  of  leucocytes  and  a  gro^^'th  of  young 
spindle- celled  connective  tissue.  In  the  gummatous 
variety  this  young  tissue  breaks  down  and  forms  the 
caseous  puljD  already  alluded  to.  Gummata  in  the 
testis  are  usually  multiple,  varying  in  size  from  a  pea 
to  a  chestnut.  They  are  at  first  firm,  yellowish-white, 
and  elastic,  often  presenting  a  definite  outline  and  a 
capsule  of  fibrous  tissue.  In  their  later  stages  they 
are  caseous  or  suppurating. 

In  addition  to  the  above  well-recognized  forms  of 
syphilitic  orchitis,  Mr.  Jacobson  (in  his  article  in 
Holmes's  "  System  of  Surgery  ")  alludes  to  a  chronic 
inflammation  of  the  epididymis  in  cases  of  acquired 
syphilis,  and  to  gummata  in  patients  who  have 
inherited  the  disease.  Both  of  these  conditions  are, 
however,  certainly  rare. 
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CHAPTER  LI. 

TUiaOUIlS   OF  THE  TESTIS. 

Tumours  of  the  testis  may  be  either  innocent  or 
malignant,  but  the  latter  are,  unfortunately,  by  far 
the  most  common. 

Malignant  growths  are  either  sarcomatous  or  car- 
cinomatous, the  sarcomata  being  moi-e  often  seen  than 
the  carcinomata. 

SARCOIVXil.. 

Sarcoma  of  the  testis,  according  to  Mr.  Butlin,  is 
met  with  most  frequently  under  the  age  of  ten,  or 
between  thirty  and  forty.  Its  origin  is  frequently 
attributed  to  injury,  and  its  growth  is  very  rapid. 
The  testis  enlarges  without  pain,  but  to  a  great  extent 
maintains  its  normal  shape,  and  forms  a  highly  elastic 
swelling,  which  gives  a  deceptive  sense  of  fluctuation ; 
normal  testicular  sensation  is  often  lost.  The  skin  is 
stretched  in  proportion  to  the  size  of  the  growth,  but 
very  seldom  becomes  itself  implicated.  If  it  does 
become  involved,  the  tumour  subsequently  fungates  as 
a  bleeding  mass,  to  which  the  name  of  "  fungus  hsema- 
todes  "  was  formerly  given.  In  the  later  stages,  the 
spermatic  cord  is  enlarged,  and  masses  of  infiltrated 
glands  may  be  felt  in  the  iliac  and  lumbar  regions. 
The  general  health  is  by  this  time  seriously  aft'ected, 
the  patient  becomes  much  emaciated,  and  dies  from 
implication  of  the  viscera. 

An  examination  of  the  testis  in  an  early  stage 
shows  that  the  growth  commences  most  commonly  in 
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the  posterior  portion  of  the  gland,  and  that  the  testi- 
cular structure  itself  is  often  spread  over  the  anterior 
surtace  of  the  tumour.  The  tunica  albuginea  at  first 
stretches,  but  after  a  time  gives  way,  and  may  thus 
allow  ha3morrhage  to  take  place  into  the  cavity  of  the 
tunica  vaginalis.  This  is  an  occurrence  of  some  cKni- 
cal  importance,  and  it  is  well  to  remember  that  hc-ema- 
tocele  may  complicate  a  sarcomatous  growth,  for  in 
cases  m  which  the  diagnosis  is  difficult  the  cUscovery 
ot  bJood  in  the  tunica  vaginalis  might  otherwise  lead 
to  erroi". 

Fig.  112. 


Section  of  a  Large  Sarcomatous  Testis  with  Hasmatoeele  of 
the  Tunica  Vaginalis. 

On  section,  a  sarcomatous  testicle  is  very  soft  and 
pulpy,  either  opaque-white,  pinkish,  mottled,  or  gela- 
tinous and  semi-transparent ;  the  spermatic  cord  may 
be  infiltrated  with  similar  growth.  The  iliac  and 
lumbar  glands  often  form  a  series  of  immense  tumours, 
and  the  liver,  kidneys,  lungs,  and  other  parts  may  be 
infiltrated  with  numerous  secondaiy  masses. 

A  microscopical  examination  us(ially  shows  a  large, 
round-celled  growth ;  but  in  some  cases  the  cells 
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^ire  oval  or  spindle  shaped,  in  others  mixed  The 
round-celled  tumours  grow  the  most  rapidly,  and  occa- 
sionally involve  both  testes. 

CYSTIC   TUMOURS  OF   THE  TESTIS. 

New  gi-owths  of  the  testis  containing  cysts  are  of 
common  occurrence,  and,  being  closely  allied  to  the 
sarcomata,  are  best  considered  in  conjunction  vnth 
them.  These  tumours  appear  to  originate  m  the 
hilum  of  the  testis,  and,  although  all  alike  as  far  as 


the  formation  of  cysts  is  concerned,  differ  materially 
in  the  formation  of  their  more  solid  parts.  They  have 
lately  been  investigated  by  Mr.  Eve,  and,  as  his 
conclusions  appear  to  be  more  satisfactory  than 
those  commonly  accepted,  I  shall  venture  to  quote 
them.  He  says  that  there  are  three  forms — (i) 
cystic  fibroma,  (2)  cystic  myxoma,  (3)  cystic 
sarcoma. 

In  the  first  class  the  stroma  is  composed  of  fibrous 
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Section  of  a  Cystic  Sarcoma  of  tho  Testis. 
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tissue,  with  some  admixture  of  cartilage,  and  oc- 
casiona  ]y  of  unstriped  muscle.  The  cysts  are  com- 
monly hned  with  spheroidal  or  flattened  epithelium, 
cmJeT^  columnar  cells,  which  may  be 

The  cystic  myxomata  are  composed  of  mucous  and 
epithelium'''^'  "^""""^  columnar 

In  the  sarcomatous  growths,  also,  the  cysts  are 


Fig. 
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Section  of  ,1  Portion  of  a  Cystic  Fibroma  of  the  Testis. 
Une  ot  tlie  cysts,  lined  by  columuar  epitlielium,  lies  to  the 
lett  ot  a  rounded  nodule  of  cartilage.  Below  and  to  the  left 
side  ot  the  cyst  is  a  stroma  of  fibrous  tissue.  (Crouch,  iin.) 

usually  lined  by  columnar  epithelium,  which  here 
again  may  be  ciliated.  Mr.  Eve  considers  that  the 
cystic  tumours  are  developed  from  the  remains  of  the 
Wolffian  body,  and  thinks  that  the  cysts  also  are  of 
new  formation ;  other  authors  generally  are  inclined 
to  consider  the  cysts  as  developed  from  a  dilatation 
of  the  ducts  of  the  rete  testis. 

It  is  evident,  from  a  consideration  of  the  great 
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structural  difference  displayed  by  cystic  tumours  of 
the  testis,  that  similar  difference  must  be  expected 
in  their  rapidity  of  growth  and  clinical  course.  Thus, 
a  growth  whose  stroma  is  chiefly  sarcomatous  will 
develop  as  a  sarcoma  in  spite  of  the  cysts  it  contams, 
whilst  the  fibrous  and  myxomatous  tumours  will 
not  only  grow  more  slowly,  but  will  also  run  a  less 
malignant  course.  An  examination  of  the  testis  m 
these  cases  shows  a  corresponding  difference  in  appear- 
ance, the  sarcomatous  tumours  having  the  characters 
already  described,  whilst  the  fibrous  or  myxomatous 
growths  display  the  appearances  common  to  such 
tissues.  The  cartilage,  when  present,  is  commonly 
scattered  in  nodules  throughout  the  section,  being 
sometimes  abundant,  at  other  times  very  scanty.  The 
cysts  are  commonly  small,  their  usual  size  being  about 
that  of  a  pea.  They  contain  blood-stained  fluid,  which 
is  usually  viscid,  but  sometimes  thin  and  serous. 

CARCXM'OIVIA. 

Carcinoma  of  the  testis  is  almost  invariably  of  the 
encephaloid  variety.  Instances  of  the  scirrhous  form 
are  very  rare  indeed,  but  there  is  one  good  specimen 
of  such  a  growth  in  the  museum  of  St.  Bartholomew's 
Hospital. 

In  the  rapidity  of  its  growth,  its  implication  of 
lymphatic  glands,  and  its  tendency  to  affect  the  viscera, 
encephaloid  cancer  does  not  differ  at  all  from  the 
more  malignant  forms  of  sarcoma  ;  the  clinical  course 
of  the  two  is  indistinguishable,  but,  whereas  sarcoma 
is  sometimes  met  with  in  young  children,  carcinoma 
occurs  only  in  adult  males,  commonly  over  thirty-five 
years  of  age.  A  section  of  a  carcinomatous  testis 
presents  the  same  opaque-white,  soft,  brain-like  mass 
seen  in  the  most  rapidly  growing  sarcomata,  but  the 
mixture  of  cartilage  and  myxomatous  tissue  and  the 
formation  of  cysts  do  not  occur  in  the  encephaloid 
cancers. 
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Microscopical  examination  shows  the  usual  alveolar 
stroma  with  masses  of  epithelial  cells  common  to  all 
carcinomata. 

ITTirOCElffT  TUIVIOURS. 

Innocent  tumours  of  the  testis  are  rare.  They  com- 
prise enchondromata,  fibromata,  and  dermoid  cysts. 

Pure  enchondromata  are  very  uncommon,  though, 
as  already  described,  cartilage  may  occur  in  connec- 
tion with  cystic  tumours.  The  cartilage  may  have 
either  a  fibrous  or  myxomatous  basis,  but  is  some- 
times purely  hyaHne.  Such  tumours  grow  slowly, 
and  do  not  tend  to  affect  the  lymphatic  glands  or  the 
viscei'ii. 

Fibromata  of  the  testis  are  still  more  rare,  there 
being  but  two  or  three  cases  on  record. 

Dermoid  cysts  of  the  testis  are  more  common 
than  either  the  cartilaginous  or  fibrous  growths.  They 
are  of  congenital  origin,  but  may  subsequently  in- 
crease in  size.  The  cyst-wall  has  the  structure  of 
true  skin,  and  the  cavity  contains  sebaceous  matter, 
hair,  and  epithelial  scales.  In  some  cases  these  cysts 
have  been  found  to  contain  cartilage,  teeth,  and  bone. 


(    443  ) 


CHAPTER  LII. 

HVDROCEIiX:,  KflBMATOCBliB,  AND 
VARICOCEXii:. 

A  HYDROCELE  is  a  sac  containing  fluid  in  connection 
with  the  testis  or  its  ducts,  but  of  such  sacs  there  are 
several  varieties. 

VAGIXTAI.  HYDROCEI.B. 

A  vaginal  hydrocele,  or  hydrocele  of  the  tunica 
vaginahs,  is  the  most  common  form,  and  consists  of  a 
distension  of  the  tunica  vaginalis  with  fluid.  These 
hydroceles  are  of  very  frequent  occurrence,  and  may 
develop  at  any  age.  With  respect  to  then-  cause 
there  is  but  little  to  be  said,  for,  although  hydrocele 
may  complicate  any  of  the  various  forms  of  chronic 
orchitis,  there  is  in  uncomplicated  cases  no  evidence 
of  any  inflammatory  origin,  the  eff'usion  appearmg 
to  be  simply  passive. 

The  fluid  of  a  vaginal  hydrocele  is  of  a  pale  yellow, 
amber,  or  straw  colour.  It  is  thin  and  watery,  with 
a  neutral  reaction,  and  a  specific  gravity  of  from 
I020  to  1025.  It  contains  about  6  per  cent,  of 
albumen,  with  a  considerable  quantity  of  fibrinogen, 
but  no  fibrin  ferment,  and  does  not  coagulate  spon- 
taneously. In  cases  of  long  standing  the  fluid  may 
present  a  bright  and  sparkling  appearance  caused  by 
the  presence  of  cholesterine  crystals.  In  addition  to 
these,  the  microscope  shows  merely  a  few  epithelial 
cells. 
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The  tunica  vaginalis  is  in  most  cases  simply 
distended,  and  shows  no  structural  change,  but  in 
patients  who  have  long  been  the  subjects  of  hydrocele, 
and  especially  in  those  who  have  frequently  been 
tapped,  the  serous  membrane  is  liable  to  become 
opaque  and  greatly  thickened  by  a  deposit  of  fibrin 
on  its  inner  surface  and  by  growth  of  fibrous  tissue 
in  its  walls.  Sometimes  adhesions  are  formed  and 
partially  subdivide"  the  cavity,  and  occasionally  cal- 
careous matter  is  deposited  in  the  hning  membrane. 
In  some  cases  small  fibrous  bodies  are  found  loose  in 
the  sac,  and  appear  to  have  originated  in  the  fibrin- 
ous exudation  which  is  liable  to  follow  tapping  or 
other  injury,  thus  closely  simulating  the  melon-seed 
bodies  developed  in  bursa?  and  ganglia.  The  hydatid 
of  Morgagni,  again,  is  sometimes  enlarged,  and 
attached  by  a  pedicle  of  considerable  length  which 
allows  of  its  free  movement.  To  the  irritation  pro- 
duced by  this  structure  the  causation  of  hydrocele  is 
sometimes  attributed,  but  the  hydatid  is  often  found 
pedunculated  in  the  absence  of  hydrocele,  and  is 
not  commonly  pedunculated  when  the  latter  exists. 
The  shape  of  a  vaginal  hydrocele  is  that  of  a  pear 
with  the  stalk  uppermost ;  its  size  varies  within  the 
widest  Umits. 

The  testis  is  almost  always  at  the  posterior  and 
lower  part  of  the  sac.  It  is  sometimes  a  little  flattened 
by  pressure,  but  its  structure  is  not  necessarily  thereby 
aftected.  The  connective  tissue  of  the  scrotum  and 
cord  may  be  slightly  thickened,  and  the  cremaster 
muscle  is  frequently  hypertrophied  to  compensate  for 
the  extra  Avork  it  is  called  on  to  perform. 

Congenital  hydrocele  and  infantile  hydrocele 
are  simply  varieties  of  the  vaginal  form  in  which  the 
funicular  portion  of  the  serous  membrane  is  either 
l)atent  or  only  partially  occluded. 

In  the  congenital  variety  there  is  a  direct  com- 
munication between  the  tunica  vaginalis  and  the 
peritoneal  cavity,  and  fluid  will  pass  from  one  to  the 
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other  according  to  the  position  of  the  patient  or  the 
application  of  pressure  to  the  scrotum.  The  com- 
munication is  in  some  cases  free  ;  in  others  the  fluid 
can  only  with  difficulty  be  squeezed  out  ot  the  sac 
drop  by  drop.  Hernia  may  complicate  this  condition, 
but  is  only  exceptionally  present. 

Infantile  hydrocele  is  the  name  given  to  a  hydrocele 
in  which  the  fluid  is  not  confined  to  the  tunica  vagi- 
nalis proper,  but  extends  a  variable  distance  along  an 
unobliterated  funicular  portion  of  the  serous  cavity. 
Hydrocele  in  young  children  is  often  of  this  form  :  it 
possesses  no  special  importance. 

Inguinal  hydrocele  is  the  name  apphed  to  a 
hydrocele  of  the  tunica  vaginalis  occurring  as  a  com- 
plication of  an  undescended  testis,  and  forming  a 
cystic  swelling  in  the  inguinal  region. 

ENCYSTED  HYDROCELE. 

An  encysted  hydrocele  is  one  in  which  the  fluid  is 
contained  in  a  sac  separate  from  that  of  the  tunica 
vaginalis  testis.  There  are  three  chief  varieties— ( i ) 
encysted  hydrocele  of  the  epididymis;  (2)  encysted 
hydrocele  of  the  testis ;  (3)  encysted  hydrocele  of  the 
spermatic  cord. 

Encysted  hydrocele  of  the  epididjrmis  is,  of 
these,  much  the  most  common.    It  is  usually  found 
in  the  substance  of  the  upper  part  of  the  epididymis, 
and  is  often  placed  between  the  latter  and  the  testis, 
the  vasa  efierentia  being  spread  out  over  the  sac. 
The  fluid  is  commonly  quite  colourless,  watery,  and 
limpid,  containing  alkaline   carbonates,  chloride  of 
sodium,  and  a  mere  trace  of  albumen.  Sometimes, 
on  the  other  hand,  the  fluid  is  opalescent  or  milky, 
and,  on  microscopical  examination!,  is  found  to  contain 
spermatozoa,  a  circumstance  whicn  has  given  rise  to 
the  term  "  spermatocele."    The  cyst-wall  is  always 
very  thin  and  delicate,  being  composed  of  connective 
tissue  lined  with  flattened  endothelium.    The  sac  Ls 
usually  globular,  and  varies  in  size  from  that  of  a 
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hazel-nut  to  an  orange,  the  latter  size  being  auite  ex- 
ceptional. The  testis  lies  below  and  in  front.  The^ 
occasional  presence  of  spermatozoa  in  these  hydroceles- 
has  led  to  much  controversy  and  speculation,  but  the^ 
general  opinion  appears  to  be  that  the  cyst  itself  [ 
originates  in  the  remains  of  foetal  structures  which  i 
occur  in  the  locality  in  question — especially  the  organ  i 
of  Giraldes  and  the  duct  of  MuUer— and  that  growing: 
amongst,  and  pressing  upon,  the  vasa  efferentia,  it 
subsequently  comes  to  communicate  with  one  of  the  ■ 
latter.  Some  wi-iters,  however,  incline  to  the  view 
that  the  cysts  in  question  originate  in  a  distended 

Fig.  115. 


An  Encysted  Hydrocele  of  the  Epididymis.    The  testis 
is  below  the  cyst. 

efferent  duct,  or  in  the  rupture  of  one  of  the  vasa 
efferentia  and  the  subsequent  formation  of  a  cyst 
around  the  extravasated  semen. 

In  addition  to  the  encysted  hydroceles  above  de- 
scribed, small  cysts  at  the  caput  epididymis  are  not 
uncommon.  They  originate  in  connection  with  the 
hydatid  of  Morgagni,  on  the  surface  and  not  in  the 
substance  of  the  epididymis,  are  seldom  bigger  than 
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a  pea,  contain  clear  fluid  with  no  spermatozoa,  and 
never  give  rise  to  any  symptoms. 

Encysted  hydrocele  of  the  testis  is  extremely 
rare.  It  is  situated  in  front  of  the  testis,  either  be- 
tween the  tunica  albuginea  and  the  posterior  layer  of 
the  tunica  vaginalis,  or  else  in  the  substance  of  the 
tunica  albuginea  itself.  This  form  of  encysted  hydro- 
cele is  believed  to  originate  in  an  injury  which  causes 
hemorrhage,  the  extravasated  blood  being  subse- 
quently encysted. 

Encysted  hydrocele  of  the  spermatic  cord 
is  common,  and  is  formed  by  distension  of  an 
unobliterated  portion  of  that  part  of  the  tunica 
vaginalis  which  lies  between  the  testis  and  the  in- 
ternal abdominal  ring.  The  fluid  is  clear  and  serous, 
and  does  not  contain  spermatozoa.  The  sac  is  merely 
a  small  portion  of  peritoneum,  and  is  usually  not 
larger  than  a  walnut.  It  may  occupy  any  portion  of 
the  cord,  but  is  most  common  just  below  the  external 
ring.  When  in  the  inguinal  canal,  it  may  simulate 
an  incomplete  hernia. 

DiiFused  hydrocele  of  the  spermatic  cord  is  a 
misleading  name  applied  to  a  general  infiltration  of 
the  cellular  tissue  of  the  cord  with  fluid — a  condition 
for  which  a  better  and  simpler  name  is  oedema.  It 
is  of  very  rare  occurrence. 

Hydrocele  of  a  hernial  sac  is  a  distension  of  a 
hernial  sac  with  fluid  secreted  by  the  peritoneum  of 
which  the  latter  is  composed.  It  occurs  only  when 
the  hernia,  as  such,  has  been  cured,  the  aperture  of 
communication  between  the  sac  and  the  peritoneal 
cavity  having  been  oblitei^ated  by  adhesions  or  by 
omentum. 

H.S:nKATOCEI.E. 

A  hfematocele  is  a  collection  of  blood  either  in  the 
cavity  of  the  tunica  vaginalis  or  in  a  separate  cyst  in 
connection  with  the  testis  or  the  spermatic  cord. 

Vaginal  haematocele,   or  hsematocele  of  the 
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tunica  vaginalis,  is  by  far  the  most  common  form, 
and  is  generally  caused  by  some  injury.  In  a  few 
cases,  however,  no  history  of  traumatism  can  be  ob- 
tained, and  some  writers  are  of  opinion  that  it  is 
then  of  inflammatory  origin,  the  blood  being  supplied 
by  exudation  from  newly  developed  vessels  which  vas- 
cularize the  products  of  inflammation  formed  on  the 
inner  surface  of  the  tunica  vaginahs.  Hsematocele 
may  also  complicate  new  growths. 

Hsematocele  may  occur  as  an  uncomplicated  condi- 
tion, but  is  much  more  often  seen  in  connection  with 

Fig.  ii6. 


Section  through  a  Htematocele,  The  cavity  of  the  tuuica 
vagiualis  is  filled  with  breaking  down  clot.  The  testis, 
which  has  been  cut  open,  is  quite  healthj-. 

vaginal  hydrocele.  In  the  latter  case,  the  effiision  of 
blood  may  result  from  tapping,  the  trocar  injuring 
one  of  the  vessels  ramifying  over  the  distended  serous 
membrane,  or  puncturing  the  testis.  When  there  is 
no  evidence  of  either  of  these  mishaps,  the  haemor- 
rhage is  attributed  to  the  giving  way  of  one  of  the 
vessels  on  the  tunica  vaginalis  as  the  result  of  the 
sudden  withdrawal  of  pressure  by  evaciiation  of  the 
hydrocele  fluid.     Independently  of  tapping   or  of 
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hydrocele,  a  blow  may  result  in  efFusion  of  blood  and 
the  formation  of  a  ha^matocele. 

The  fluid  in  hasmatoceles  varies  much  in  quality 
and  consistence.  When  the  blood  is  mixed  with 
hydrocele  fluid,  the  colour  is  lighter  in  proportion  to 
the  amount  of  dilution.  In  recent  cases  not  compli- 
cated by  hydrocele,  the  htematocele  contains  pure 
blood.  The  longer  the  blood  remains  the  more  alter- 
ation does  it  undergo,  though  it  is  sometimes  sponta- 
neously absorbed. 

If  absorption  does  not  occur,  the  red  corpuscles 
break  up,  and  their  colouring  matter  becomes  diffused, 
the  serum  is  partially  absorbed,  and  the  remaining 
fluid  becomes  dark  chocolate-brown  or  black,  and 
sometimes  thick  and  syrupy.  The  fibrinous  con- 
stituents of  the  blood  coagulate,  and  form  clots,  which, 
though  at  first  soft  and  red,  after  a  time  become 
firm  and  of  a  yellowish  or  opaque- white  colour.  The 
most  firm  and  fibrinous  clot  is  always  next  to  the 
serous  membrane  itself,  and  the  more  granular,  fri- 
able, and  darker  coagulum  is  found  in  the  centre  of 
the  htematocele.  The  clot  is  always  most  abundant 
on  the  parietal  layer  of  the  serous  membrane  ;  and  the 
latter  is,  in  addition,  gradually  thickened  by  the  for- 
mation of  fibrous  tissue  in  its  walls,  to  which  after 
many  years  calcareous  matter  may  be  added.  The 
testis  is  always  healthy,  though  sometimes  flattened 
by  pressure. 

Hsematocele  of  the  cord  may  be  either  diftused 
or  encysted.  The  diffused  htematocele  is  simply  an 
extravasation  of  blood  in  the  cellular  tissue  of  the 
part,  and  the  encysted  variety  is  nothing  more  than 
an  encysted  hydrocele  of  the  cord  into  which  ha3mor- 
I'hage  has  occui'red.    Both  are  rare. 

Encysted  hsematocele  of  the  testis  originates 
in  an  eftusion  of  blood  beneath  the  tunica  albuginea, 
whilst  the  name  of  parenchymatous  hematocele  has 
been  applied  to  effusions  of  blood  in  the  substance  of 
the  gland  itself  resulting  from  injury. 

2  I" 
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VARICOCEIiZ:. 

A  varicocele  is  a  varicose  enlargement  of  the  veins 
of  the  pampiniform  plexus,  and  is  of  exceedingly 
common  occurrence.  It  originates  usually  about 
puberty,  and  is  moi-e  frequent  in  flabby,  feeble,  and 
lethargic  subjects  than  in  the  strong  and  vigorous. 

The  frequency  with  which  the  spermatic  veins  are 
the  seat  of  varicose  enlargement  is  to  be  explained  by 
their  pendulous  position,  their  want  of  muscular 
support,  their  length,  and  the  paucity  of  valves. 
Varicocele  is  more  common  on  the  left  side  than  on 
the  right — a  clinical  fact  which  is  partly  accounted 
for  by  the  somewhat  greater  length  of  the  left 
spermatic  vein,  but  is  also  supposed  to  be  induced  by 
the  pressure  of  a  loaded  sigmoid  flexure,  and  by  the  fact 
that  the  left  spermatic  vein  opens  into  the  renal  vein  at 
right  angles  to  the  blood-current,  whilst  the  vein  on 
the  right  side  enters  the  cava  obliquely,  and  empties 
itself  in  the  direction  of  the  blood-stream. 

The  affected  veins  show  all  the  appearances  typical 
of  varicosity,  being  elongated,  tortuous,  dilated,  and 
pouched.  In  some  cases  the  distension  affects  the 
venules  in  the  hilum  testis,  and  in  other  cases  the 
disease  is  complicated  by  thrombosis  or  phlebitis. 

The  testis  on  the  affected  side,  if  one  side  only  be 
involved,  is  sometimes  softer  and  a  little  smaller 
than  its  fellow.  There  is  no  reason  to  believe  that 
the  pressure  of  a  varicocele  ever  causes  atrophy  of  the 
testis,  but  it  is  probable  that,  when  the  varicose  con- 
dition appears  before  puberty,  it  may  interfere  with 
the  proper  development  of  the  gland. 
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CHAPTER  LIII. 

DISEASES  OF  THE  PEMALE  ORGANS 
OF  GENERATION. 

THE   VUliVA    AND  VAGIWA. 

Congenital  deformities  of  tliese  parts  are  in  their 
slighter  degrees  by  no  means  uncommon.  The  hymen, 
instead  of  being  a  crescentic  fold  of  membrane,  or 
a  diaphragm  with  a  central  perforation,  sometimes 
forms  a  complete  septum  across  the  vaginal  orifice. 
Until  puberty  is  reached,  such  a  condition  often  passes 
unnoticed,  but  when  menstruation  commences  the 
menstrual  fluids  are  necessarily  retained.  If  the 
hymen  is  slight  and  frail,  it  may  give  way  before  the 
pressure  of  the  retained  matter;  more  often,  however, 
it  is  stretched,  and  bulged  outwards  through  the 
labia,  forming  a  cystic  swelling,  which  in  some  cases, 
by  compressing  the  urethra,  interferes  with  the 
passage  of  urine. 

Division  of  the  vagina  by  a  longitudinal  septum 
into  two  cavities  is  a  rarer  malformation,  and  is  usually 
associated  with  a  bicornuate  or  double  uterus.  Occa- 
sionally the  vagina  is  absent,  and  in  most  of  these 
cases  the  uterus  and  ovaries  are  also  undeveloped. 

Hypertrophy  of  the  labia  or  clitoris  is  in  some 
cases  the  result  of  elephantiasis  ;  in  others,  of  chronic 
ffidema  or  inflammation,  but  is  sometimes  apparently 
idiopathic. 

Inflammation  of  the  vagina  has  already  been 
mentioned  in  connection  with  gonorrhoia,  and  noma 
vulva?  has  been  included  in  the  chapter  on  Gangrene. 
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Vulvar  abscesses,  however,  occur  independently  of 
venereal  disease,  and  apparently  originate  in  many 
cases  in  the  sebaceous  glands  which  are  found  in  this 
situation.  Warty  gi-owths  and  condylomata  are  gene- 
rally the  result  of  irritating  discharges  from  the  vagina, 
and,  though  often  venereal,  are  not  necessarily  so. 

Cystic  tumours  of  the  labia  are  sometimes  of 
sebaceous  origin,  but  in  other  cases  originate  from 
contusions  or  compression  during  labour.  Such  cysts 
come  under  the  head  of  "hfematoma,"  and  contain 
dark,  thick  blood  ;  they  sometimes  attain  a  very  con- 
siderable size. 

Innocent  tumours  of  a  more  solid  nature  are  usually 
soft  fibromata.  They  grow  slowly,  are  generally 
pendulous  and  pedunculated,  and  so  soft  as  to  give  to 
the  touch  the  feeling  of  fat  oi-  fluid. 

The  most  common  malignant  growth  of  the  labia 
is  epithelioma,  and  in  this  situation  such  tumours 
grow  with  considerable  rapidity.  They  often  extend 
locally  to  the  bladder  or  rectum,  and  cause  secondarj^ 
growths  in  the  inguinal  and  pelvic  glands,  and  more 
rarely  in  the  viscera. 

TUIVIOXTRS    OF   THE  UTERUS. 

Fibro-myoma  or  uterine  fibroid  is  the  most 
common  new  growth  of  the  uterus.  There  are  three 
cliief  varieties,  named  according  to  their  respective 
relations  to  the  tissues  forming  the  uterine  wall — 
(a)  sub-peritoneal  ;  (b)  intramural  or  interstitial ;  (c) 
submucous. 

The  sub-peritoneal  tumours  usually  spring  from 
the  fundus,  and  grow — covered  only  by  peritoneum 
and  sometimes  by  a  thin  layer  of  uterine  tissue — 
towards  the  peritoneal  cavity.  They  are  more  slow 
in  their  growth  than  the  other  varieties  mentioned, 
and  often  cause  no  symptoms  at  all.  Occasionally, 
however,  they  induce  slight  peritoneal  eftusion,  and 
may  contract  adliesions  to  the  intestines,  ovaries,  &c. 

The  intramural  tumoiu-s  grow  in  the  substance 
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of  the  uterine  wall,  with  which  the  softer  varieties 
appear  to  be  directly  continuous,  the  harder  tumours 
being  often  completely  encapsuled.  They  often  cause 
considerable  hypertrophy  of  the  uterus,  induce  severe 
metrorrhagia,  and  are  frequently  multiple. 

The  submucous  growths  extend  towards  the 
uterine  cavity,  and  tend  to  become  pendulous  or 
pedunculated.  Like  the  intramural  tumours,  they 
cause  uterine  enlargement  and  hemorrhage,  and,  in 
addition,  by  their  pressure  may  cause  sloughing  of 
the  mucous  membrane  which  covers  them.  In  such 
cases  the  growth  itself  may  slough  and  be  cast  off. 
^  Fibro-myomata  of  all  kinds  appear  to  owe  their 
origin  to  anything  which  causes  prolonged  congestion 
or  irritation  of  the  uterus,  and  occur  especially 
in  women  who  have  not  passed  the  climacteric. 
.During  the  involution  of  the  organ  after  pregnancy, 
these  growths  not  uncommonly  undergo  spontaneous 
absorption.  After  the  menopause,  not  only  do  they 
usually  cease  to  grow,  but  they  also  share  in  the 
atrophic  changes  which  are  in  progress  in  the  uterus 
after  this  period  of  life. 

Fibro-myomata  differ  somewhat  from  one  another 
in  their  naked-eye  appearance,  for  the  more  muscular 
tissue  tliey  have  the  more  soft,  red,  and  fleshy  is 
their  cut  surface  ;  whilst  the  more  fibrous  they  are 
the  whiter  and  denser  are  they  on  section.  They  are 
also  liable  to  undergo  various  degenerative  changes. 
In  old  people  they  are  always  very  tough  and  fibrous, 
and  in  many  become  converted  into  calcareous  masses. 
Less  commonly,  cysts  are  formed  in  their  interiors, 
and  occasionally  attain  a  great  size. 

On  microscopical  examination,  a  fibro-myoma,  as  its 
name  implies,  is  found  to  be  composed  of  a  mixture 
of  fibrous  tissue  and  involuntary  muscle  fibre,  these 
being  comliined  in  varying  proportions. 

Mucous  polypi  commonly  grow  from  tlie  mucous 
lining  of  the  cervix  or  os.  They  are  usually  multiple, 
very  vascular,  and  consist  of  simple  pedunculated  out- 
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growths  of  the  mucous  membrane  from  which  they 
spring. 

Malignant  tumours  of  the  uterus  may  be  either 
carcinomata  or  sarcomata,  and  of  these  the  former 
appear  to  be  by  far  the  most  common. 

Carcinoma  may  be  either  of  the  spheroidal-celled 
or  glandular  type,  or  of  the  epitheliomatous  or 
squamous- celled  variety.  The  spheroidal- celled 
growths  possess  the  same  microscopical  structure  as 
similar  tumours  in  other  parts  of  the  body.  Accord- 
ing to  the  quantity  of  their  fibrous  stroma,  they  are 
either  dense  and  scirrhous,  or  soft  and  medullary. 
They  commonly  originate  in  the  cervix,  but  may 
spring  from  the  fundus  of  the  uterus.  Extending 
towards  the  uterine  cavity  on  the  one  hand,  they 
cause  a  foul  discharge,  with  much  ha^morrh^ige  ;  and 
growing  towards  the  jDcritoneum  on  the  other,  they 
infiltrate  the  uterine  ligaments,  extend  to  the  bladder 
or  rectum  and  cause  fistulous  communications,  con- 
tract adhesions  to  the  abdominal  organs,  or  induce 
acute  peritonitis.  They  commonly  cause  glandular 
infection,  and  may  become  disseminated  in  the  viscera. 
Epithelioma  is  usually  described  as  occuri-ing  in 
two  varieties — one  originating  usually  in  the  mucous 
lining  of  the  cervix,  accompanied  hj  but  little  warty 
growth,  cavising  a  general  infiltration  of  the  uterine 
tissue,  and  ulcerating  at  an  early  stage  ;  the  other  com- 
mencing at  the  OS  uteri,  beginning  as  a  papillomatous, 
warty,  or  cauliflower  growth,  and  often  attaining  a 
considerable  size  before  ulceration  begins.  In  either 
case  extension  to  the  neighbouring  viscera,  with  foul 
discharge  and  glandular  affection,  is  the  usual  sequel. 

Sarcomata  of  the  uterus  have  not  been  yet  suffi- 
ciently obsei-ved  to  allow  of  any  general  rules  being 
formulated  as  to  their  mode  of  growth  or  natural 
histor}-. 

TUIVXOURS    OF    THE  OVARIES. 

Ovarian  tumours  are  either  cystic  or  solid,  and 
many  of  them  are  cystic  with  solid  growths. 
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Ovarian  cystomata  appear  to  be  developed  h-oin 
Graafian  vesicles,  and  in  some  cases  perhaps  trom 
corpora  lutea.    The  cysts  may  be  either  single  or 
multiple,  and  in  the  latter  case  the  septa  dividing 
them  from  each  other  are  liable  to  become  so  thin 
as  to  allow  of  communication  between  the  cavities. 
The  fluid  contained  in  the  cysts  varies  much.    It  is 
always  albuminous,  and  in  the  single  cysts  is  fre- 
quently thin,  watery,  and  yellowish.    In  the  multiple 
cysts  it  is  more  likely  to  be   thick   and  opaque, 
sometimes  acquiring  the  consistence  of  glue  and  a 
dark-brown  colour.    It  occasionally  contains  choles- 
terin. 

In  the  case  of  multiple  cysts  there  is  often  solid 
growth  extending  into  the  cystic  cavities.  Such 
tumours  are  named  proliferous  cysts.  The  solid 
ingrowth  is  generally  soft  and  myxomatous,  and  is 
itself  liable  to  degenerate  and  form  secondary  cysts 
filled  with  blood-stained  fluid.  In  rarer  instances  the 
solid  growth  is  sarcomatous  or  carcinomatous.  All 
varieties  of  cysts  are  liable  to  inflame,  and  to  contract 
adhesions  to  the  abdominal  viscera  and  parietes. 

Dermoid  cysts  are  also  met  with  in  the  ovary. 
Like  similar  tumours  in  other  parts,  they  are  liable, 
after  long  periods  of  quiescence,  to  take  on  active 
growth.  They  contain  sebaceous  matter,  hair,  bones, 
teeth,  &c.,  and  sometimes  attain  considerable  size.  ^ 

Parovarian  cysts,  or  cysts  of  the  broad  liga- 
ment, are  situated  in  the  latter  structure,  and  not 
in  the  ovary  itself.  They  are  single,  contain  a  clear, 
watery  fluid,  and  never  contain  solid  ingrowths. 

Solid  fibrous  and  malignant  tumours  of  the  ovary 
are  also  met  with,  but  are  not  of  common  occurrence. 
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CHAPTER  LIV. 
DISEASES   OP  THE  BREAST. 

Diseases  of  the  breast  are  infinitely  more  common 
in  women  than  in  men,  the  mammary  gland  in  the 
latter  being  in  a  rudimentary  state.  It  must  be 
understood,  therefore,  that  the  following  description 
of  diseases  of  the  breast  refers,  unless  the  contrary - 
be  expressly  stated,  solely  to  the  female  breast. 

ZNTI.AWLTfZAT10N    ANJ>  ABSCESS. 

The  hyperasmia  and  irritation  produced  hy  suck- 
ling^ are  the  most  common  causes  of  acute  inflam- 
mation of  the  breast.  Most  cases  occur  either  soon 
after  pregnancy  or  when  suckling  has  been  unduly  pro- 
longed to  some  ten  or  twelve  months  or  more. 

In  the  slighter  cases  the  nij^ple  and  areola  alone 
are  affected,  the  skin  covering  them  becoming  at 
first  red  and  swollen,  and  afterwards  eczematous, 
excoriated,  and  raw.  Cracks  or  fissures  also  form, 
and  definite  ulcers  may  be  developed.  .  Sometimes  the 
inflammation  terminates  in  the  formation  of  a  small 
superficial  abscess  in  the  areola  or  neighbouring  sub- 
cutaneous tissue. 

In  another  class  of  cases  the  gland  tissue  itself  is 
involved  in  the  inflammatory  process,  which  appears, 
in  some  cases  at  least,  to  extend  from  a  crackeil  and 
fissured  nipple.  A  single  lobule  only  is  at  first  im- 
plicated, and  in  its  substance  pus  may  collect,  whilst 
the  rest  of  the  gland  remains  unaffected.    If  not 
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treated,  however,  by  early  and  free  incision,  the 
pus  soon  makes  its  way  to  other  lobules,  and,  betore 
it  obtains  an  exit  through  the  skin,  becomes  more  or 
less  diftused.  In  consequence  of  the  fascial  prolonga- 
tions of  the  gland  capsule,  a  single  opening  now  will 
not  suffice  to  give  ready  exit  to  the  matter,  and  in- 
cisions have  frequently  to  be  made  into  each  of  the 
lobules  implicated  in  the  suppuration. 

The  cellular  tissue  behind  the  breast  is  less  fre- 
quently the  seat  of  suppuration  than  the  nipple  or 
the  gland  itself.  When  pus  forms  in  this  situation, 
it  pushes  the  whole  breast  forwards  and  makes  its 
way  to  the  surface  at  the  lower  margin  of  the 
mamma. 

Chronic  abscess  may  also  develop  in  the  breast, 
and,  like  the  more  acute  inflammation,  is  generally 
the  sequel  of  parturition  or  of  a  miscarriage.  The 
pus  is  often  surrounded  by  a  considerable  amount 
of  fibrous  tissue,  and,  if  it  be  placed  in  the  deeper 
parts  of  the  gland,  may  closely  simulate  a  solid 
growth. 

Chronic  interstitial  mastitis  is  a  form  of  in- 
flammation of  the  breast  which  is  seen  most  com- 
monly in  women  who  have  passed  the  climateric.  It 
is  generally  confined  to  one  or  two  lobules  of  the 
gland,  and  is  characterized  by  the  formation  of  much 
fibrous  tissue,  with  consequent  induration,  thickening, 
and  nodulation  of  the  mammary  substance.  On  sec- 
tion, the  affected  lobules  are  found  to  be  more  white, 
fibrous,  and  dense  than  the  remainder  of  the  breast, 
whilst  a  microscopical  examination  shows  infiltration 
with  leucocytes,  formation  of  fibrous  tissue,  fatty 
degeneration  and  destruction  of  the  epithelium,  and 
slight  dilatation  of  the  ducts  and  acini  in  the  form 
of  minute  cysts.  This  condition  not  only  simidates 
scirrhous  cancer,  but  is  occasionally  the  precursor  of 
a  carcinomatous  growth. 

Paget's  disease  of  the  nipple  is  the  name  given 
to  a  peculiar  form  of  eczema  limited  to  the  nipple 
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and  areola,  and  charactft-ized  hj  its  obstinate 
resistance  to  all  treatment,  its  tendency  to  ulcerate, 
and  its  liability  to  be  succeeded  by  the  development 
of  carcinoma. 

The  areola  is  at  first  bright  red  and  inflamed,  the 
ejjithelium  subsequently  jieeling  off  in  branny  scales 
and  leaving  a  raw  surface,  from  which  exudes  a  watery 
discharge,  which  tends  to  dry  and  form  scales.  After 
a  time,  ulceration  succeeds,  extending  to,  and  destroy- 
ing, the  nipple  in  many  cases. 

The  nature  of  the  process  has  been  carefully  de- 
scribed by  Mr.  Butlin  ;  and  in  seven  breasts  which  I 
have  myself  examined  I  have  found  very  nearly  the 
same  conditions  that  were  seen  by  him. 

The  process  originates  in  an  inflammation  of  the 
derma,  with  small  cell  exudation  beneath  the  epithe- 
lium. The  latter,  in  its  turn,  is  implicated,  its  cells 
being  loosened  from  one  another  by  fluid  exudation, 
and  finally  cast  ofi".  The  derma  being  exposed,  the 
inflammatory  process  advances  more  rapidly,  and  pro- 
ceeds to  the  formation  of  pus  and  the  destruction  of 
the  true  skin.  The  inflammation  now  extends  along 
the  ducts,  causing  their  epithelial  lining  to  proliferate, 
the  cells  sometimes  collecting  in  masses,  which  fill  the 
tubes.  Following  this,  there  is  a  tendency  for  the 
epithelial  cells  in  the  acini  or  ducts  to  grow  out  into 
the  surrounding  tissue  and  to  take  on  cancerous 
growth,  an  event  which  is  generally  preceded  by 
inflammatory  changes  in  the  connective-tissue  stroma 
of  the  mamma,  indicated  by  exudation  of  leucocytes 
and  fibrous  thickening.  The  cancerous  growth  is 
sometimes  directly  continuous  with  the  nipple,  but  is 
more  often  quite  separate  from  it  and  placed  deej) 
in  the  breast.  It  is  usually  a  spheroidal-celled 
scirrhous  carcinoma,  though  columnar-celled  tumours 
have  been  described. 

Paget's  disease  must  not  be  confused  with  an 
eczematous  condition  of  the  nipple  which  is  some- 
times seen  as  a  sequel  to  a  cancerous  gi-owth,  and 
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whicli  appears  to  result  from  some  irritating  dis- 
charge from  the  ducts. 

Hypertrophy  of  the  breasts,  in  the  true  sense 
of  the  term,  is  very  rare,  but  cases  have  been  recorded 
in  which  the  gland  has  attained  many  pounds  weight, 
and  has,  on  accoiint  of  its  weight,  required  amputation. 
Most  hypertrophied  breasts  owe  much  of  their  size  to 
the  presence  of  numerous  fibro-adenomatous  tumours. 

Galactocele  is  the  name  given  to  a  cyst  of  the 
breast  containing  milk.  It  develops  in  connection 
with  lactation,  and  is  supposed  to  originate  in  rupture 
of  one  of  the  milk-ducts.  Such  a  cyst  may  contain "  a 
pint  or  more  of  fluid,  which  in  some  cases  is  entirely 
absorbed.  In  other  cases  the  fluid  is  reduced  to  a 
caseous  pulp,  occasionally  gives  rise  to  suppuration, 
and  is  discharged  together  with  the  pus. 


CHAPTEE  LV. 

TUMOURS   OF  TKE  BREAST. 

Tumours  of  the  breast  are  commonly  of  a  mixed 
nature,  containing  both  connective-tissue  and  epi- 
thelial elements.  It  is  not,  therefore,  jjossible  to 
classify  them  under  either  the  connective-tissue  or 
epithelial  new  growths.  The  classification  of  these 
tumours  is  made  still  more  difficult  by  the  fact  that 
they  are  often  comjjlicated  by  cysts ;  nevertheless, 
their  structure  is  generally  perfectly  clear. 

ilDEirOIVIA,  ABEIiro-FXBROIVXA,  ADEN'O- 
SARCOniA. 

These  are  the  names  given  to  a  class  of  mammary 
tumoui-s  which  all  contain  a  certain  amount  of  breast 
tissue  embedded  in  a  fibi-ous  or  fibro-tarcomatous 
matrix.  The  pure  adenoma  is  very  rare  if  the 
name  is  strictly  limited  to  tumours  composed  through- 
out of  tissue  such  as  is  found  in  a  lobe  of  the  normal 
mamma.  I  have  seen  only  two  examples  amongst  a 
large  number  of  mammary  growths.  They  wei'e 
yellowish-white  in  colour,  soft,  lobulated,  and  en- 
capsuled,  and,  on  section,  showed,  under  the  micro- 
scope, numerous  ducts  and  acini  embedded  in  a 
fibrous  matrix.  The  only  point  in  which  their  struc- 
ture difiered  from  that  of  a  noriual  bi-east  was  that 
the  gland  tissue  Avas  irregular  in  the  manner  of  its 
ari'angement. 
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Adeno-fibromata  are  the  growths  which  are  com- 
monly spoken  of  as  "  chronic  mammary  tumours," 

Fig.  117. 


Adenoma  of  the  "Breast.    The  tumour  does  not  materially 
differ  from  normal  breast  tissue.    (Zeiss,  A.) 

Fig.  118. 


Fibro-adeuoma  of  the  Breast.  The  glandular  tissue  is 
badly  developed,  and  is  mingled  with  much  fibrous  tissue. 
(Zeiss,  A.) 


although  this  name  is  used  very  loosely,  and  is  also 
applied  to  many  of  the  adeno-sarcomata  as  well.  The 
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adeno-fibroma  is  the  commonest  of  breast  tumours. 
It  is  generally  single,  movable  in  the  mamma,  lobu- 
lated  on  the  surface,  encapsuled  except  in  its  deeper 
parts,  where  it  is  commonly  continuous  with  the 
surrounding  gland  ;  on  section,  it  is  found  to  be  fii-m, 
white,  and  fibrous,  and  to  exude  a  little  viscid  fluid. 
Microscopical  examination  shows  a  stroma  of  fibrous 
tissue,  in  which,  in  typical  specimens,  but  few  con- 
nective-tissue cells  are  found,  mixed  with  a  variable 
amount  of  gland  tissue.  In  some  cases  the  gland 
tissue  is  exceedingly  scanty,  not  more  than  one  or 
two  acini  appearing  in  a  single  field  of  the  microscope  ; 
in  others,  as  much  as  a  quarter  or  a  third  of  the 
growth  is  composed  of  glandular  elements.  The 
acini  and  ducts  are  usually  not  well  formed,  the  lumen 
of  the  tubes,  as  well  as  their  outline  and  limiting 
membrane,  being  ill  defined,  and  their  epithelial  cells 
small  and  more  numerous  than  natural.  (8ee  Fig.  118.) 

Adeno-sarcomata  are  not  separated  by  any  hard- 
and-fast  line  from  the  adeno- fibromata,  there  being 
all  grades  of  intermediate  growth.  An  adeno-sarcoma 
resembles  an  adeno-fibroma  in  its  encapsulation  and 
its  lobulated  surface,  but  is  softer,  less  fibrous,  and 
more  gelatinous  on  section.  Microscopical  examina- 
tion shows  a  stroma  composed  of  delicate  fibrous 
tissue,  containing  numerous  oval  or  spindle  cells 
mingled  with  a  good  deal  of  homogeneous  mucoid 
material  and  a  few  branched  or  stellate  cells.  In 
the  midst  of  this  complex  stroma  is  embedded  gland 
tissue,  such  as  has  already  been  described  as  occurring 
in  the  adeno-fibromata. 

CYSTIC  ADEISrO-FIBROMA  AND  CYSTIC  ADENO- 
SARCOMA.—SERO  CYSTIC  TUMOURS.— PRO- 
liirEROUS  CYSTS. 

In  many  of  the  adeno-llbromata  and  adeno-sarco- 
mata, cysts  develop  from  the  mammary  acini  and 
ducts.    These  vary  greatly  in  size  in  dift'erent  tumours 
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and  in  different  parts  of  the  same  growth.  In  many 
tumoiu-s  which  to  the  naked  eye  are  apjDarently  not 
cystic,  the  microscope  shows  that  here  and  there 
tiiroughout  the  sections  the  acini  and  ducts  are  dis- 
tended, and  form  irregular  cavities  or  spaces,  in  some 
places  elongated  and  slit-like,  at  other  parts  more 
rounded  or  oval.  In  other  tumours,  cysts  of  all  sizes, 
-lime  a  coujile  of  inches  in  diameter,  are  found,  filled 
with  serous  or  mucoid  fluid,  and  containing  in  most 
cases  a  certain  amount  of  solid  growth.  The  cysts  are 
lined  by  one  or  more  layers  of  short  columnar  or 
spheroidal  epithelium,  though  in  many  cases  where 
the  cavities  are  large  the  epithelial  lining  is  very  liable 


Fig.  119. 


Fil)ro-aclouoma  of  the  Breast  with  Uysts.  The  cysts  are 
fleveloped  from  the  mammary  aciai,  and  are  lined  by 
upithi;liiun.    (Zeiss,  A.) 


to  separate  during  the  manipulation  necessary  for  the 
preparation  of  a  microscopical  section. 

Cystic  adeno-fibromata  and  adeno-sarcomata  have 
long  been  known  as  the  "  sero-cystic  tumours  of 
Brodie,"  and  under  that  heading  growths  of  very  dif- 
ferent structures  have  been  classified.  These  tumours 
•are  generally  of  considerable  size,  and  may  attain 
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several  pounds  in  weight.  Their  surface  is  bossed, 
the  cysts  pi-esenting  themselves  as  rounded  sweUings 
of  various  dimensions.  Their  consistence  is  unecjual  ; 
elastic  or  fluctuating  in  some  parts,  they  are  sohd  in 
others.  A  section  liberates  a  certain  amount  of  clear 
or  slightly  blood-stained  serous  or  mucous  fluid,  and 
shows  that  the  tumour  as  a  whole  is  encapsuled. 
The  solid  portions  of  the  growth  are  either  white  and 


Fig.  120. 


Fibro-sarcoma  of  tho  Breast  with  Cysts  (Sero-c_-ystii-. 
Disease).  Tlie  cysts  are  lined  by  epitlielixim.  The  uew 
growth  spi-ings  from  the  counective  tissue  of  the  maminri, 
aud  several  ijrocesses  of  it  have  L'xteuded  into  the  cavity 
of  tlie  large  central  cj'st,  and  partly  tilled  the  latter.  These 
intra-cystic  growths  are  covered  by  the  cpitlielium  lining 
the  cyst.    (Zeiss,  A.) 

fibrous,  or  pinkish,  fleshy,  soft,  mucoid,  or  gelatinous. 
The  cysts  in  some  cases  are  chiefly  filled  witli  fluid,  in 
others  they  contain  masses  of  new  growtli,  and  are  then 
named  "  proliferous."  The  solid  growth,  however,  is> 
not  really  within  the  cyst  cavity,  althotigh  to  tlie 
naked  eye  it  may  appear  to  be  so.  It  is  simply  a  part 
of  the  new  growth,  forming  the  bulk  of  the  tumour, 
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wliich  has  invaginated  the  cyst-wall  in  front  of  it,  and 
thrust  it  into  its  own  cavity.  The  protruding  mass 
is  always  covered  by  the  epithelial  cells  which  hne 
the  cysts,  and  does  not  penetrate  or  fungate  through 
them. 

Microscopical  examination  shows  that  in  the  cystic 
adeno-fibromata  the  growths  have  the  same  structure 
as  the  adeno-fibromata,  which  are  uncomplicated  with 
cysts ;  similarly,  the  cystic  adeno-sarcomata  have  that 
oi  the  adeno-sarcomata  without  cy&ts.  Many  of  the 
so-called  "chronic  mammary  tumours"  are  simply 
proliferous  cystic  tumours  on  a  small  scale. 

The  clinical  course  run  by  the  tumours  above 
mentioned  differs  according  to  their  structure.  The 
solid  growths,  whose  structure  is  chiefly  fibrous  and 
glandular— the  adeno-fibromata— develop  in  young 
women,  and  are  most  common  between  the  ages  of 
seventeen  and  twenty-seven.  They  giw  slowly,  and 
never  attain  a  great  bulk,  being  seldom  larger  than  a 
walnut.  They  do  not  ailect  the  lymphatic  glands  or 
implicate  the  skin,  and  are  generally  freely  movable 
in  the  breast.  In  most  cases  they  do  not  cause  severe 
pain,  and  are  not  tender,  though  some  few  of  them 
ai-e  so  painful  as  to  have  acquired  the  name  of  "  pain- 
ful mammary  tumours."  These  do  not  differ  in  their 
structure  from  the  painless  growths. 

The  adeno-sarcomata  grow  more  lapidly  than 
the  adeno-fibromata,  and  attain  a  greater  size.  They 
are  softer  than  the  latter,  but  do  not  implicate  the 
tissue  outside  the  breast  or  involve  the  lymphatic 
glands.  Clinically  as  well  as  structurally  they  are  not 
definitely  separated  from  the  more  fibrous  growths. 

The  proliferous  cystic  tumours  are  generally 
seen  in  women  somewhat  older  than  those  in  whom 
the  solid  growths  usually  occur,  but,  like  the  latter, 
their  clinical  course  depends  on  their  structure.  If 
the  intra-cystic  growths  and  the  stroma  of  the  tumour 
be  fibrous,  several  years  may  elapse  before  the  patient 
applies  for  relief,  and  I  have  .seen  breasts  removed  in 
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which  the  swelling  had  existed  as  long  as  six  or  seven 
years.  When,  however,  the  stroma  is  sarcomatous  the 
rapidity  of  increase  is  vastly  greater,  and  is  in  propor- 
tion to  the  abundance  of  the  cell-growth,  and  the 
absence  of  fully  formed  fibrous  tissue.  The  breast  in 
bad  cases  may  double  it.s  size  within  six  or  eight  months. 
The  more  sarcomatous  the  tumour,  the  more  likely 
it  is  to  implicate  the  skin,  which  in  these  cases  is 
destroyed  rather  by  pressure  than  by  infiltration,  and 
allows  the  protusion  of  a  bleeding  mass  which  soon 
ulcerates  from  exposure,  and  discharges  pus  mixed 
with  blood-stained  fluid  from  the  cysts. 

Before  the  skin  is  involved,  a  breast  containing  a 
prolifei-ous  cystic  growth  presents  a  very  irregular 
outline,  the  surface  being  raised  so  as  to  ^form 
rounded  swellings  of  various  sizes  which  correspond 
to  the  cysts  above  described.  A  serous  blood-stained 
discharge  is  often  noticed  to  exude  from  the  nipple, 
and  can  be  increased  by  pressure.  This  results  from 
a  communication  existing  between  one  of  the  milk 
ducts  and  a  cyst  containing  fluid.  However  large  a 
size  the  proliferous  gi-owths  acquire,  thej^  practical'.y 
never  implicate  the  lymphatic  glands,  and  only  a  few 
of  the  more  sarcomatous  ones  become  disseminated. 

Fibrous  tumours  unmixed  with  any  gland  tissue 
are  rare,  and  do  not  differ  materially  fi'om  the  adeno- 
fibromata. 

Sarcomatous  growths,  solid  throughout,  and  con- 
taining no  gland  tissue,  are  more  common  than  the 
pure  fibromata,  but  are  still  of  comparatively  rai'e  oc- 
currence. Round-,  oval-  and  sjDindle-celled  sjircomata 
liave  been  seen  in  the  breast,  and  here,  as  elsewliere, 
the  round-celled  growths  develop  more  rapidly  and 
show  a  greater  tendency  to  disseminate  than  do  tlie 
spindle-celled  tumours.  The  axillary  glands  are  very 
rarely  involved. 

Cartilaginous  and  bony  tumours  of  tlie  breast 
are  very  uncommon,  there  being  only  about  half  a 
dozen  cases  on  record.    In  several  of  these  also  the 
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cartilage  or  bone  was  merely  a  part  of  a  growth 
which  was  otherwise  sarcomatous. 

CVSTS. 

Cysts  of  the  breast  are  usually  divided  into  reten- 
tion cysts  and  serous  cysts. 

Retention  cysts  are  formed  by  distension  of  the 
mammary  acini  and  ducts.  They  may  be  eithei- 
single  or  multiple,  but  the  latter  is  the  more  common 
form.  They  are  frequently  seen  in  elderly  women  in 
whom  the  breasts  are  undergoing  atrophic  changes, 
and  are  then  sometimes  called  "  involution  cysts,"  but 
they  may  occur  at  any  period  of  life.  Their  size  varies 
much  ;  in  some  cases  they  are  quite  microscopic,  in 
others  they  contain  iive  or  six  ounces  of  fluid.  The 
latter  is  in  some  cysts  quite  clear  and  watery,  in 
others  blood-stained,  thick,  and  viscid.  The  tension 
inside  the  cyst  is  occasionally  so  great  that  when  the 
latter  is  situated  in  the  deeper  parts  of  the  mamma 
it  simulates  a  solid  tumour. 

Microscopical  examination  of  different  specimens 
shows  all  stages  of  development  from  the  mammary 
tissue,  the  cyst-wall  being  formed  of  fibrous  tissue  lined 
by  epithelium,  which  is  either  spheroidal  or  columnar 
according  as  the  cyst  has  developed  from  an  acinus  or 
a  duct.  The  larger  the  cyst  the  more  flattened  is  its 
epitheHal  lining,  and  the  greater  tendency  is  there  for 
the  latter  either  to  become  quite  flat  or  to  be  shed. 
Thus  it  is  common  to  find  cysts  which  are  lined  in  part 
by  flattened  epithelium  which  in  the  rest  of  the  cir- 
cumference is  absent. 

In  some  cases  papillary  growths  of  a  bright  red 
colour,  like  minute  raspberries,  grow  from  the  cyst- 
walls.  They  are  composed  of  a  very  delicate  connective; 
tissue  with  thin -walled  blood-vessels  covered  by  epi- 
thelium, and  are  very  liable  to  bleed. 

In  cases  of  cysts  containing  these  papilla3,  I  have 
seen  considerable  discharge  of  blood-stained  fluid  from 
the  nipple.  They  grow  especially  in  those  cysts  whicli 
are  formed  by  distension  of  the  ducts.    (See  Fig.  121.) 
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Serous  cysts  of  the  breast  are  supposed  to  be- 
formed  by  distension  of  a  connective-tissue  space  or 
lymph  space  with  serous  fluid.  There  is  really  no 
proof  that  cysts  are  formed  in  this  way  in  the  breast, 
and  it  has  never  been  explained  why  such  cysts  should 
be  so  common  when  they  are  associated  with  the  con- 
nective tissue  of  the  mamma,  whilst  in  other  parts  of 
the  body  they  are  only  very  rarely  found  as  new  forma- 
tions. I  myself  am  of  the  opinion  that  the  so-called 
serous  cysts  are  really  formed  by  the  distension  of  acini, 


Fig.  121. 


Povtiou  of  a  Piipillomatoiis  Ingrowth  from  a  Duct- 
p.ipilloma  of  tlie  Breast.  It  consists  of  a  delicate  stroma 
(if  connective  tissue  covered  by  columnar  epithelial  cells. 
(Zeiss,  A.) 

and  that  the  failure  to  find  an  epithelial  lining  results 
either  from  the  cells  of  the  latter  having  become 
extremely  flattened  and  like  endothelium,  or  having 
been  shed  as  already  described.  My  reason  for  arriv- 
ing at  this  conclusion  is,  that  an  examination  of  many 
cystic  breasts  has  shown  me  all  stages  between  cysts 
lined  by  typical  glandular  epithelium,  and  those  in 
which  no  such  lining  could  be  demonstrated. 

CARCZSrOIMCA. 

Spheroidal-celled  carcinoma  is  met  with  in  the 
breast  in  all  its  varieties — scirrhous,  encephaloid  and 
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colloid,  but  of  these  the  first  is  infinitely  the  most 
common. 

Scirrhous  carcinoma  is  most  often  observed  in 
women  over  forty,  but  is  occasionally  seen  in  patients 
younger  than  this  by  some  eight  or  ten  years  or  more. 
It  usually  commences  as  a  hard  rounded  lump,  which 
is  movable  and  painless — conditions  which  are  very 
commonly  considered  to  be  incompatible  with  malig- 
nancy, but  it  is  therefore  all  the  more  necessary  to 
bear  them  in  mind.  As  the  lump  increases,  it  becomes 
rough,  irregular,  and  nodular,  more  evidently  hard, 
and  less  movable.  When  the  tumour  approaches  the 
skin,  it  commonly  causes  the  latter  to  become  dimpled 
or  puckered,  and  at  a  later  date  widely  adherent.  At 

KiG.  122. 


Soctiou  of  a  Breast  with  Scirrhous  ( !arcinonia.  The 
growth  infiltrates  the  fat,  and  has  caused  retraction  of  the 
nipple.  (From  a  specimen  in  St.  Thomas's  Hospital 
museum.) 

the  same  time,  or  sooner,  the  nipple  is  commonly 
retracted,  and  round,  hard  nodules  the  size  of  a  peji, 
or  smaller,  may  develop  in  the  derma.  The  affected 
skin  soon  becomes  red,  shiny,  and  often  tedematous, 
finally  ulcerating  at  one  spot,  and  allowing  the  pro- 
trusion of  a  bleeding  mass  of  cancer.  The  tumour, 
however,  extends  not  only  towards  tlie  surface,  but 
also  to  the  deeper  parts,  infiltrating  the  pectoral 
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muKcles,  fixing  the  breast  so  that  it  becomes  perfectly 
immovable,  and  even  extending  down  to  the  ribs  them- 
selves. At  an  early  period  the  lymphatic  glands  in 
the  axilla  become  enlai-ged  and  hard,  the  glands  above 
the  clavicle  following  suit  as  the  disease  progresses. 
The  masses  formed  by  the  cancerous  lymphatics  some- 
times attain  a  great  size,  and,  by  infiltrating  the 
axillary  nerves,  may  cause  the  patient  intense  pain. 
CEdema  of  the  arm  is  often  produced  by  their  pressure 
on  the  main  vein. 

By  the  time  the  skin  has  given  way,  and  the  axillary 
glands  are  enlarged,  the  patient's  health  also  fails, 
emaciation  being  sometimes  very  rapid.  Death  may 
result  from  exhaustion  caused  by  pain  and  discharge 
of  blood  and  pus  from  the  ulcerating  mass,  but  it  is 
often  the  result  of  other  complications.  One  of  the 
commonest  of  these  is  pleurisy,  a  condition  very  reacUly 
accounted  for  when  we  consider  that,  by  the  time  that 
the  tumour  has  penetrated  the  pectoral  muscle,but  little 
intervenes  between  it  and  the  pleura.  The  latter  may 
be  involved  either  by  direct  extension  of  the  growth, 
by  infection  through  the  lymphatics,  or  by  secondary 
deposit.  A  fatal  termination  may  also  result  from 
secondary  growths  in  internal  organs.  The  -viscera 
most  commonly  affected  are  the  liver  and  lungs,  but  I 
have  myself  seen  cases  in  which  all  the  viscera  in  the 
abdomen  and  thorax  were  involved  at  once.  Growths 
ill  the  bones  also  are  by  no  means  uncommon,  and  are 
f  i-equently  very  insidious,  perhaps  causing  no  symp- 
toms of  any  kind  until  some  slight  movement  results 
ill  a  spontaneous  fracture. 

The  above  description  of  the  course  of  a  scirrhous 
cancer  applies  to  most  cases,  but  not  to  all,  and  the 
exceptions  demand  a  brief  recognition.  Instead  of 
coiiiiuencing  as  an  isolated,  small  lump,  the  tumour 
may  from  the  beginning  affect  a  large  portion  of  tlie 
whole  breast,  being  diffused  as  it  were  throughout  its 
sul)stauce,  and  presenting  to  the  touch  an  ill-defined, 
indurated  swelling.    In  such  cases  especially,  the  skin 
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is  liable  to  be  involved  over  a  large  area,  being  at  first 
puckered  and  lumpy,  but  afterwards  converted  into  a 
brawny  mass  of  leathery  consistence,  and  ot  a  dusky- 
red  tint,  which  envelops  the  thorax  in  a  rigid  inelastic 
sheath,  which  has  been  compared  to  a  hide  or  a 

cuirass.  ,■  ,  c 

Atrophic  scirrhus  is  the  term  applied  to  a  form 
of  hard  carcinoma,  which  occurs  in  elderly  and  thm 
women,  and  is  characterized  by  the  constant  tendency 
of  the  tumour  to  shrink  and  contract  rather  than  to 
increase  in  size  and  fungate.  Growths  such  as  this 
are  very  chronic,  and  may  last  several  years  without 
makuig  notable  progress.  They  may,  nevertheless,  de- 
stroy life  by  causing  secondary  growths  in  the  viscera. 

On  section,  a  scirrhous  carcinoma  of  the  breast 
grates  or  creaks  under  the  knife.     Its  cut  surface, 
which  has  been  compared  to  that  of  a  raw  potato  or 
an  unripe  pear,  is  concave,  greyish  or  bluish-grey  in 
tint,  and  marked  by  irregular  white  dots  and  streaks. 
By  a  little  pressure  some  of  this  white  matter  may  be 
squeezed  out,  and  is  found,  on  microscopical  exami- 
nation, to  consist  of  broken-down  epithelial  cells. 
Scraping  with  a  knife  generally  produces  a  few  drops 
of  dirty  opalescent  fluid,  also  containing  epithelial  cells 
of  all  shapes  and  sizes.    The  margin  of  the  tumour  is 
very  irregular  and  ill-defined,  close  examination  often 
showing  that,  as  it  implicates  the  neighbouring  fat  or 
gland  tissue,  portions  of  the  latter  are,  as  it  were, 
surrounded   by   offshoots  from   the   main  growth 
preparatory  to  their  absorption  ;  small  pieces  of  fat 
may  thus  be  seen  embedded  in  the  growing  edge. 
There  is  never  any  trace  of  a  capsule.    The  retrac- 
tion of  the  skin  or  of  the  nipple  is  produced  by  the 
contraction  of  the  fibrous  stroma  of  the  tumour.  The 
nipple  is  di'awn  down  by  its  main  ducts  becoming 
involved,  and  consequently  may  entirely  escape  retrac- 
tion if  the  tumour  is  limited  to  the  margin  of  the 
mamma.    In  some  cases  cystic  cavities  form  in  the 
more  central  portions  of  tlie  mass.    They  result  from 
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degenerative  changes,  and  contain  a  dark  blood-stained 
fluid.  More  rarely  suppuration  occurs,  and  in  ex- 
ceptional cases  there  is  a  considerable  collection  of 
pus.  Sections  of  the  lymphatic  glands,  and  of  other 
secondary  growths,  show  appearances  similar  to  those 
presented  by  the  original  tumour. 

Microscopical  examination  shows  the  structure  com- 
mon to  all  the  scirrhous  carcinomata.  The  white 
masses  which  can  be  squeezed  out  are  formed  by  a 
catarrh  of  the  ducts,  the  epithelium  from  which  is 
unable  to  escape  owing  to  the  pressure  of  the  growth. 

DUCT  CAirCER. 

Duct  cancer  is  a  form  of  carcinoma  which  has  been 
especially  described  by  Cornil  and  Ranvier.  It  is 
much  softer  than  scirrhous  carcinoma,  and  either  of 
a  red  tint,  or  else  so  filled  with  extravasated  blood  as 

Fig.  123. 


Sectiou  of  11  IJurt  C-uicev  showiug  the  iuterlacing  processes 
covered  by  eohimimr  epithelium.    (Crouch,  |iu.) 

to  be  mistaken  for  a  melanotic  tumour,  or  a  blood- 
cyst.  Closer  examination  reveals  the  presence  of 
minute  cysts  filled  with  blood-stained  fluid,  and 
some  soft  solid  growth.    The  microscope  shows  .1 
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fibrous  stroma  enclosing  alveoli  of  considerable  size. 
These  alveoli  are  identical  with  the  cysts  seen  by  the 
naked  eye,  and  are  lined  by  columnar  epithehum 
From  their  walls  papillary  processes  sprout,  formed 

Fig.  T24. 
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Huctiouuf  ;i  Breast  with  nodulus  of  duct  runeeriD  it 
aud  iu  tbc  maramixvy  fat. 

of  a  delicate  stroma  of  fibrous  tissue  enclosing  blood- 
vessels, and  covered  by  columnar  epithelium.  Both 
stroma  and  alveoli  contain  much  extravasated  blood. 

Tumours  of  this  nature  are  but  seldom  met  with. 
Their  clinical  course  seems  to  differ  from  that  of 
scirrhous  cancer.  They  grow  more  slowly,  are  not  so 
liable  to  affect  the  glands,  do  not  recur  so  quickly  or 
frequently  after  removal,  and  show  little  tendency  to 
disseminate.  Their  growth  is  often  associated  with  a 
dischai'ge  of  blood-stained  serum  from  the  nipple. 

EM'CEPHAI.OIIt  CANCER. 

Encephaloid  carcinoma  of  the  breast  is  decidedly 
very  rare — i.e.,  if  the  term  be  limited,  as  it  ought  to 
be,  to  soft,  brain-like  tumours  of  a  dirty-white  colour. 
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which  readily  break  down  on  section.    Their  grow  th 
IS  very  rapid,  and  their  tendency  to  disseminate  great 
Such  tumours  have  already  been  fully  described  at 
p.  167. 

COI.I,OI]>  CAWCER. 

Colloid  cancer  of  the  breast  is  also  rare,  but  not  .so 
much  so  as  the  encephaloid  variety.  Its  clinical 
course  diiTers  from  that  of  the  ordinary  scirrhous 
tumours  in  that  the  tumours  are  less  liable  to  aflfect 
the  glands  and  to  disseminate,  and  if  removed  do  not 
show  so  great  a  tendency  to  recur.  Its  structure  has 
already  been  described  at  p.  169. 

Tumours  of  the  male  breast  are  of  rare  occur- 
rence. I  have  seen  instances  of  spindle -celled  sarcoma 
and  of  scirrhous  and  encephaloid  carcinoma.  Adeno- 
fibromata  are  also  described,  but  in  all  the  growths 
the  absence  of  mammary  tissue,  and  consequently  of 
cysts,  is  very  marked. 
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CHAPTER  LVI. 

DISEASES   OF  THE  LIPS,  IWOUTK, 
AND   SALIVARY  GLANDS- 

The  congenital  deformities  of  the  lips  and  palate  are 
dealt  with  in  another  chapter,  and  it  only  remains  to 
mention  that  in  some  cases  there  is  an  hypertrophy 
of  the  mucous  membrane,  causing  a  protrusion 
and  thickening  which  may  be  very  unsightly.  Slight 
thickenings  are  comparatively  common  in  strumous 
subjects,  but,  in  addition  to  these,  there  are  other 
cases  in  which  the  hypertrophy  is  much  greater  and 
more  definite,  and  is  attributed  by  Mr.  Bryant  to 
overgrowth  of  the  submucous  glands.  The  hyper- 
trophy is  usually  most  marked  in  the  upper  lip. 
Examples  of  this  disease  are  by  no  means  common. 

In  other  cases  of  acquired  deformity  the  aperture 
of  the  mouth  is  much  narrowed  by  the  contraction  of 
cicatrices,  the  result  of  lupus  or  cancrum  oris,  and,  in 
older  subjects,  of  epithelioma  or  rodent  ulcer. 

Deep  cracks  and  fissures  sometimes  form  in  the 
lower  lip,  especially  in  the  middle  line.  At  first  they 
are  quite  superficial,  but,  if  left  untreated,  they  some- 
times extend  to  a  considerable  depth,  and  even  when 
healed  leave  a  permanent  depression.  The  fissures 
which  are  sometimes  seen  about  the  angles  of  the 
mouth  in  children  are  frequently  indicative  of  con- 
genital syphilis,  but  they  occur  also  in  strumous 
patients. 

Ulcers  of  the  mucous  surface  of  the  lips  are  of 
common  occurrence  in  early  life,  and  are  usually  due 
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to  errors  in  diet  leading  to  dyspepsia.  In  patients, 
also,  who  are  seriously  ill  from  any  cause,  superficial 
ulcerations  and  excoriations  are  commonly  seen 
More  rarely  the  ulceration  extends  deeply,  and  causes 
considerable  destruction  of  the  submucous  tissues  It 
should  be  remembered  that  these  ulcers  are  not 
merely  of  local  origin,  but  are  dependent  rather  on 
the  constitutional  condition  of  the  patient 

Primary  syphilitic  sores  are  of  sufficiently 
Irequent  occurrence  on  the  lips  to   merit  special 
mention.    They  are  generally  said  to  be  most  common 
on  the  ujjper  hp,  and  are  usually  met  with  in  com- 
paratively young  patients.    They  frequently  afford 
excellent  examples  of  the  true  Hunteiian  chancre, 
being  raised,  definitely  circumscribed,  with  a  raw 
excoriated  surface,  and  a  very  indurated  base.  The 
lymphatic  glands  are  early  affected,  not  only  those 
111  the  sub-maxHlary  regions,  but  those  over  the 
ramus  of  the  jaw  and  in  the  anterior  triangles  of  the 
neck  being  implicated.    These  glands  attain  a  much 
greater  size,  and  are  much  more  painful  and  inflamed 
than  are  the  inguinal  glands  in  the  case  of  an  infecting 
sore^  on  the  penis.    The  sores  in  question  are  generally 
attributed  to  contact  with  another  person  suffering 
from  some  secondary  syphilitic  ulceration  about  the 
lips  or  tongue,  and  are  followed  by  the  usual  e\adences 
of  constitutional  syphilis. 

TUIVIOVRS   OP   THE  X.XPS. 

Innocent  tumours  of  the  lips  are  not  of  very 
common  occurrence,  but  several  varieties  are  to  be 
met  with.  Cysts  of  the  mucous  surface  are  amongst 
the  most  common.  They  are  seldom  larger  than  a 
hazel-nut,  and  contain  a  clear  viscid  fluid  ;  they  are 
formed  by  retention  of  the  secretion  in  one  of  the 
mucous  glands. 

Naevoid  growths  for  the  most  part  present  no  ver_y 
definite  ])eculiarities  which  require  .special  mention  in 
this  place  ;  they  have  alread}'  been  described  in  the 
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chapters  on  Tumoui's.  The  lips  are,  however,  common 
sites  for  their  development,  and  here  more  than  else- 
where large  blood-cysts  are  apt  to  form,  presenting 
themselves  as  pm-ple  swellings,  rounded  in  shape,  and 
sometimes  attaining  considerable  size. 

Glandular  tumours  of  the  lips,  of  slow  growth, 
lobulated,  and  yellowish-white  on  section,  have  been 
described  by  Sir  James  Paget,  under  the  name  of 
labial  glandular  tumours ;  they  appear  to  be  of  rare 
occurrence. 

Papillomata  or  warty  growths  ai-e  not  common. 
They  present  the  characters  shown  by  such  growths 
in  other  situations,  being  raised,  with  roughened  sur- 
faces covered  by  thickened  epithelium. 

Epithelioma  is  the  commonest  tumour  of  the  lips, 
but  is  infinitely  more  common  on  the  lower  lip  than 
the  upper.  The  subjects  of  such  growths  are  much 
more  often  men  than  women,  and  are  usually  past 
middle  life.  The  tumour  commences,  as  a  rule,  at  or 
near  the  line  of  junction  of  the  skin  with  the  mucous 
membrane,  and  attacks  by  preference  that  part  of  the 
lower  Hp  which  is  close  to  the  angle.  Its  earliest 
appearance  is  in  the  form  of  a  small  papule  or  wart ; 
as  this  increases  in  size  the  superficial  and  most  cen- 
tral part  becomes  excoriated  and  sore,  and  after  a 
time  definitely  ulcerated.  The  ulcer,  once  formed, 
never  attempts  to  heal,  its  surface  is  sloughy  and  its 
discharge  thin  and  watery,  it  presents  no  appearance 
of  granulations.  If  the  lip  beneath  the  seat  of  growth 
be  felt  between  the  finger  and  thumb  it  will  be  found 
that  the  tumour  has  not  only  grown  towards  the  sur- 
face, but  has  also  infiltrated  the  subjacent  tissues,  and 
the  latter,  in  consequence,  feel  firm  and  indurated. 
If  no  treatment  be  adopted,  the  growth  extends 
to  the  neighbouring  parts,  and  may  thus  implicate 
the  jaw,  and  extend  into  the  tissues  forming  the 
floor  of  the  mouth.  Meanwhile,  the  lymphatic  glands 
have  become  the  seat  of  secondary  growth,  which 
infiltrates  and  destroys  the  surrounding  tissues,  very 
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soon  causing  the  glands  to  become  fixed,  and  after  a 
time  breaking  down  and  forming  a  fungating  mass 
which  protrudes  through  the  skin.  Death  finally 
ensues  from  exhaustion  induced  by  the  jmin,  discharge, 
and  difficulty  in  swallowing.  If  an  epithelioma  be 
freely  removed  in  the  early  stage,  such  complications 
may  be  entirely  avoided,  and  although  recurrence  is 
common,  it  is  by  no  means  inevitable,  whilst  dissemi- 
nation is  deciiedly  rare. 

DISEASES    or    THE  PALATE. 

The  soft  palate  is  not  often  the  seat  of  simple  in- 
flammation, except  in  connection  with  catarrh  of  the 
neighbouring  mucous  surfaces  ;  follicular  ulcers,  due 
to  dyspepsia,  do,  however,  form  on  it  at  the  same  time 
that  they  affect  the  tongue.  The  palate,  soft  or  hard, 
may  be  attacked  by  either  strumous  or  syphilitic 
ulceration,  and  in  each  case  perforation  may  result. 
In  some  instances  there  is  considerable  caries  or  necrosis 
of  the  palatine  processes,  but  such  extensive  mischief 
is  mox-e  common  in  connection  with  syphilis  than  Avith 
struma.  Perforations  of  large  size  are  very  liable  to 
be  permanent,  but  the  smaller  apertures  not  infre- 
quently close. 

Tumours  of  the  palate  are  not  very  rare.  The 
two  chief  forms  of  growth  are  sarcoma  and  fibro- 
adenoma. The  sarcomata  are  usually  of  the  round-  or 
oval-celled  variety,  of  rapid  growth,  occasionally  affect- 
ing the  lymphatic  glands,  and  prone  to  recur  after  re- 
moval. They  present  as  rounded,  smooth,  highly  ela.stic 
swellings,  usually  limited  to  one  side  of  the  palatine 
arch,  often  in  part  encapsuled,  but  at  other  times  infil- 
trating the  tissues  amongst  which  they  lie.  The  tibro- 
adenomataare  of  much  slower  growth,  and  I  have  seen 
one  which  at  the  end  of  twelve  yeai's  was  little  larger 
than  a  walnut.  They  resemble  the  sarcomata  in  their 
clinical  appearance,  but  are  more  definitely  encapsuled, 
and  do  not  affect  the  glands  or  recur  after  removal. 
On  section,  they  closely  resemble  the  so-called  "  j^i^rotid 
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glandular  tumours,"  being  friable,  granular,  and  soft. 
Microscopically  examined  they  have  a  fibrous  or  homo- 
geneous stroma,  containing  a  varying  quantity  of 
gland  tubes,  and  irregularly  arranged  masses  of  epi- 
thelial cells.  Epitheliomata  and  mucous  cysts,  besides 
other  and  more  uncommon  forms  of  growth,  are  also 
met  with  on  the  palate. 

DISEASES    OF    THE  TOM'SII.S. 

The  tonsils  are  very  frequently  attacked  by  inflam- 
mations, both  acute  and  chronic.  Simple  acute 
tonsillitis  most  often  results  from  exposure  to  cold. 
It  is  usually  at  first  limited  to  one  tonsil,  but  may 
afterwards  affect  that  of  the  opposite  side.  The 
inflammation  is  very  liable  to  end  in  abscess,  and  the 
soft  palate,  the  ary-epiglottic  folds  and  surrounding 
parts  become  much  congested  and  (Edematous.  There 
is  much  pain,  especially  on  swallowing,  and  often  a 
considerable  amount  of  fever  with  severe  constitu- 
tional disturbance.  Respiration  is  sometimes  ren- 
dered a  little  difficult,  but  there  is  never  urgent 
dyspnrea.  After  the  abscess  has  burst  relief  is 
speedily  obtained.  The  patients  are  most  often  young 
adults,  and  anything  that  impairs  the  general  health 
appears  to  act  as  a  pi-edisposing  cause  of  the  affection. 
Some  people  are  liable  to  frequent  recurrences  at 
intervals  of  a  year  or  less,  and  in  the  opinion  of  some 
observers  the  disease  is  associated  with  the  rheumatic 
diathesis. 

Chronic  tonsillitis  is  of  very  common  occurrence 
in  children,  and  is  certainly  most  common  in  those  of 
a  strumous  disposition.  The  consequence  of  chronic 
inflammation  is  an  enlargement  of  the  whole  gland, 
with  thickening  of  its  mucous  surface,  and  formation 
of  thick,  viscid,  follicular  secretion.  Both  tonsils  are 
generally  affected,  and  may  increase  to  such  a  size 
that  they  meet  in  the  middle  line.  Examined  after 
removal  they  are  generally  found  to  be  more  tough 
and  fibrous  than  natural,  but  are  sometimes  flabby 
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and  pendulous  ;  the  surface  is  deeply  pitted.  Micro- 
scopic examination  shows  an  increase  of  the  fibrous 
stroma,  resulting  in  obstruction  to  the  gland  ducts 
and  consequent  retention  of  secretion  and  distension 
of  the  glandular  structure.  In  chronic  tonsillitis  there 
is  often  inflammation  of  the  neighbouring  mucous 
surfaces,  causing  thickening  of  the  Eustachian  tubes, 
with  deafness,  and  a  nasal,  unpleasant  voice.  Re- 
spiration is  sometimes  interfered  with  to  such  an 
extent  that  the  thoiacic  walls  are  driven  inwards 
by  the  atmospheric  pressure,  and  the  chest  becomes 
marked  by  the  transverse  groove  so  often  seen  in 
rickets. 

Ulcerative  tonsillitis  is  specially  liable  to  be  pro- 
duced by  exposure  to  bad  smells,  such  as  result  from 
defective  drainage,  but  is  also  met  with  in  patients 
who  are  overworked  and  debilitated  from  anj^  cause. 
The  ulcers  are  multiple,  but  generality  superficial,  and 
heal  readily  under  treatment.  The  affection  of  the 
tonsils  in  scarlatina  is  by  no  means  always  so  trifling, 
and  in  some  cases  sloughing  ensues,  which  maj'  reach 
a  most  dangerous  extent,  and  may  produce  alarming 
haemorrhage  by  opening  either  the  tonsillar  arteries 
themselves,  or,  more  rarely,  the  internal  carotid. 

The  ulceration  of  the  tonsils  in  diphtheria  is  of  the 
same  nature  as  that  which  always  characterizes  diph- 
theritic inflammations,  and  here  also  sloughing  may 
occur  to  a  dangerous  extent.  The  aft'ections  of  the 
tonsils  in  secondary  sypliilis  have  been  already  de- 
scribed. 

>^  Tumours  of  the  tonsils  are  not  common.  Per- 
haps that  most  often  seen  is  epithelioma,  but  lymplio- 
sarcomatous  growths  and  fibrous  polypi  also  occur. 

DISEASES  OF  THE  PHARYBTX. 

Superficial  inflammation  of  the  mucous  mem- 
brane of  the  pharynx,  with  enlargement  of  the 
lymphoid  follicles  and  the  formation  of  follicular  ulcers, 
is  tolerably  common,  and  is  frequently  associated 
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with  abnormal  conditions  of  the  nares  or  tonsils.  In- 
llammation  going  on  to  the  formation  of  abscess  is 
more  uncommon,  and  may  result  either  from  mechanical 
injury  caused  by  swallowing  bones  or  other  hard  struc- 
tures, or  from  suppuration  commencing  outside  the 
pharynx  proper.  Abscesses  having  the  latter  origin 
are  sometimes  formed  in  connection  with  caries  of  the 
cervical  vertebra?,  and  may  also  result  from  suppura- 
tion in  the  deep  lymphatic  glands.  In  either  case 
the  collection  of  pus  readily  separates  the  posterior 
phaiyngeal  wall  from  its  loose  connections  with  the 
muscles  covering  the  front  of  the  spinal  column,  and 
points  as  a  retro-pharyngeal  or  post-pharyngeal 
abscess,  sometimes  giving  rise  to  much  dyspnosa  and 
dysphagia. 

The  pharynx  may  be  the  seat  of  either  strumous 
or  syphilitic  ulceration.  The  former  occurs  especially 
in  children  ;  the  latter,  which  is  more  common,  in 
patients  of  more  advanced  age,  with  other  evidences 
of  .syphilis.  In  either  case  the  ulceration  may  be 
very  extensive,  and  may  result  in  much  destruction 
of  tissue  ;  after  the  de.structive  process  has  ceased 
the  trouble  is  by  no  means  at  an  end,  for  during  the 
process  of  cicatrisation  the  soft  palate  frequently 
contracts  adhesions  to  the  pharynx,  and  in  bad  cases 
may  be  so  universally  attached  that  the  posterior 
nares  become  completely  shut  ofT  from  the  pharynx. 
Such  results  as  these  are  almost  limited  to  the 
syphilitic  variety  of  ulceration. 

Tumours  growing  from  the  pharynx  itself  are 
rare,  and  the  only  varieties  worth  mentioning  are 
soft  fibromata,  whicli  are  pendulous,  and  sometimes 
attain  a  considerable  size.  The  naso-pliaryngeal 
growths  are  described  in  the  cliapter  on  Diseases  of 
the  Nose. 

DISEASES  OF  THE  FZ.OOR   OF  THE  MOUTH. 

The  floor  of  the  mouth  is  not  nffected  by  any  forms 
of  inflammation  apart  from  those  wliich"  involve  tho 
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lips,  tonsils,  or  tongue,  but  cysts  in  this  situation  ai'e 
not  uncommon.  Some  of  these  are  simple  mucous 
cysts,  like  those  which  occur  on  the  lips,  but  others 
are  more  deeply  seated  aud  considerably  larger. 
One  of  the  most  common  of  the  latter  is  that  knomi 
by  the  name  of  ranula.  This  occurs  on  one  side  of 
the  floor  of  the  mouth  in  the  form  of  a  tense,  shiny, 
bluish  swelling,  pushing  the  tongue  upwards  and 
toward  the  opposite  cheek,  and  often  causing  a  very 
considerable  protrusion  in  the  sub-maxillary  region. 
When  of  larger  size,  a  ranula  passes  more  towards 
the  middle  line  of  the  mouth,  and  ceases  to  present 
the  unilateral  appearance  above  mentioned.  When 
opened,  the  contents  are  found  to  be  a  thick,  tena- 
cious, clear  fluid,  resembling  inspissated  saliva  ;  and, 
indeed,  such  cysts  were  formerly  supposed  to  originate 
in  an  obstruction  to  one  of  the  salivary  ducts.  This 
oxngin  is  no  longer  credited,  for  it  can  often  be  demon- 
strated that  the  ducts  are  quite  free,  and  it  is  now 
supposed  that  a  ranula  originates  in  a  dilatation  of 
one  of  the  main  ducts  of  the  two  pairs  of  small 
mucous  glands  which  are  found  on  each  side  of  the 
fra^num  linguse,  and  ai-e  known  as  the  glands  of  Nuhn 
and  Blandin.  The  obstruction  is  probably  of  inflam- 
matory origin,  but  may  in  some  cases  be  mechanical, 
and  due  to  the  presence  of  foreign  bodies.  The  sug- 
gestion that  ranula  originates  in  a  mucous  bursa  on 
the  upper  surface  of  the  genio-hyo-glossus  muscle  is 
negatived  by  the  fact  that  no  such  bursa  has  ever  been 
demonstrated.  _  ' 

Another  form  of  cyst  which  attains  a  considerable 
size  in  the  floor  of  the  mouth  is  the  dermoid  cyst, 
which  is  usually  met  with  in  tlie  middle  line  between 
the  genio-hyo-glossi  muscles.    Althougli  of  congenital  I 
ori^nn,  such  cysts  do  not  usually  attain  a  sufiicient 
size  to  attract  attention  before  the  age  of  tifteen  or  • 
twenty,  and  in  some  cases  the  patients  are  still  older  • 
when  "the  swelling  is  first  noticed.    These  cysts  may- 
be distinguished  from  ranidas  by  their  central  po.si- 
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tion,  slow  growth,  and  the  considerable  extent  to 
which  they  project  between  the  chin  and  the  liyoid 
bone.  They  are  probably  due  to  imperfect  oblittia- 
tion  of  the  lingual  duct,  and  their  walls  are 
composed  of  skin  with  hairs,  sweat  glands,  and 
sebaceous  glands  in  more  or  less  abundance.  They 
contain  sebaceous  matter,  and,  if  they  have  been 
inflamed,  are  very  firmly  attached  to  the  tissues 
amongst  which  they  lie.  They  occasionally  suppurate. 
Similar  cysts  are  more  rarely  met  with  in  the  sub- 
maxillary region,  and  are  in  this  situation  apparently 
connected  with  the  remains  of  one  of  the  branchial 
clefts. 

In  addition  to  these  innocent  growths,  the  floor  of 
the  mouth  may  be  the  seat  of  epithelioma,  which 
runs  the  usual  course  of  that  disease  when  met  with 
in  the  tongue. 

DISEASES   OF  THE  SAI.IVA.RY  GI.A.M-BS. 

Of  the  salivary  glands,  the  parotid  is  by  far  the 
most  frequently  diseased.  For  this  there  does  not 
appear  to  be  any  suflicient  cause,  but  its  exposed 
position  renders  it  more  liable  to  injury  and  to  the 
efiects  of  exposure  to  cold. 

Mumps,  or  epidemic  parotitis,  is  an  infective 
inflammation  of  the  parotid,  with,  in  some  cases, 
implication  of  the  other  salivary  glands.  It  is  most 
common  in  young  patients,  and  is  accompanied  by 
considerable  swelling  and  pain,  with  enlargement  of 
the  neighbouring  lymphatic  glands.  Suppuration  very 
rarely  results,  but  metastatic  orchitis  is  common,  :ind 
in  females  the  ovaries  or  breasts  may  become  inflamed. 
The.se  complications  commonly  arise  towards  the  end 
of  the  attack.  Occasionally,  atrophy  of  one  of  the 
testes  follows  the  orchitis. 

Inflammation  of  the  parotid  occurs  with  consider- 
able frequency  as  a  complication  of  pyemia,  septi- 
ca-mia,  and  other  allied  conditions ;  in  such  cases 
suppui'ation  is  common. 
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Salivary  fistulae — A  salivary  fistula  is  a  sinus  in 
the  cheek  communicating  with  the  duct  of  the  parotid 
gland.  It  results  from  a  wound  implicating  the  duct 
or  from  suppuration.  The  aperture  of  the  sinus  is 
usually  very  small,  and  may  be  so  minute  as  to  be 
difficult  of  detection,  except  by  the  escape  of  saliva. 
Such  fistute  are  often  prevented  from  healing  by 
some  obstruction  in  or  around  the  duct.  In  other 
cases  a  salivary  fistula  may  result  from  an  extension  of 
suppuration  into  some  part  of  the  gland  itself.  I 
h.ave  seen  such  fistuh-e  complicating"  suppuration  in 
connection  with  necrosed  bone  and  in  strumous  disease 
of  the  lymphatic  glands. 

Salivary  calculi  are  concretions  of  earthy  material 
formed  in  the  duct  of  one  of  the  salivary  glands, 
being  most  often  found  in  that  of  the  sub-maxillary 
gland.  They  are  usually  of  a  dirty-white  colour,  and 
have  a  rough  surface.  In  shape  they  somewhat  re- 
semble a  date-stone,  being  elongated  and  oval.  They 
are  usually  very  small,  but  may  measure  as  much  as 
an  inch  and  a  half  in  length.  They  consist  chiefly 
of  phosphate  and  carbonate  of  lime  combined  witli 
a  little  animal  matter  ;  rarely,  they  arc  formed  around 
a  foreign  body.  As  the  result  of  the  obstruction  to 
the  escape  of  saliva,  the  gland  frequently  becomes 
swollen  at  intervals,  the  swelling  subsiding  whenever 
the  retained  fluid  obtains  an  exit.  The  tissues  around 
the  obstructed  duct  usually  become  indurated  after 
a  time,  and  the  duct  itself  in  some  few  cases  h;is 
been  found  dilated  into  a  cystic  swelling  behind  the 
obstruction. 

Tumours  of  the  salivary  glands  are  almost  con- 
fined to  the  p.'vrolid.  being  very  rare  in  either  the 
sub-maxillary  or  sul)-lingual  glands.  The  commonest 
tumour  of  the  parotid  is  one  comjio.sed  of  a  mix- 
ture of  cartilage,  myxomatous  tissue,  and  a  varying 
(juantity  of  connective-tissue  cells  and  ill-formed 
glandular  acini.  Growths  of  this  nature  are  often 
.spoken    of   as    "  parotid   glandular   tumours  "  or 
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"  adenomata,"  but  it  is  quite  rare  to  find  a  growth  the 
bulk  of  which  is  composed  of  true  gland  tissue.  The 
cartilage  met  with  in  these  tumours  is  of  the  hyaline 
variety,  and  it  is  by  a  mucoid  degeneration  of  its 
stroma  and  of  that  of  the  fibrous  tissue  of  the  growth 
that  the  myxomatous  tissue  is  produced. 

In  some  cases  there  is  a  considerable  admixture  of 
sarcomatous  tissue;  in  others,  the  growth  is  chiefly 

Fig.  125. 


8erlion  of  a  Parotid  Tinuonr.  Tbo  specimeu  shows 
some  ill-deyeloped  glandular  tissue  below,  myxomatous 
(TCel";^";,")'*"'""'  ""^  in  the  Tapper  part. 

cartilaginous  ;  and,  as  might  be  expected  from  this 
variety  in  structure,  there  is  a  corresponding  differ- 
ence in  the  rapidity  with  which  such  tumours  develop 
lhe.se  growths  show  no  marked  preference  for  either 
sex,  and  are  of  frequent  occurrence  in  adults  of  middle 
age ;  they  are  not  so  often  seen  in  children.  They 
grow  most  commonly  in  that  part  of  the  parotid  which 
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overlaps  the  lower  jaw,  are  usually  encapsviletl,  and, 
when  small,  are  but  little  adherent  to  surrounding 
parts.  If  left  alone,  they  may  attain  a  very  large 
size,  and  may  cause  death  by  encroaching  upon  the 
pharynx  or  the  large  vessels  in  their  neighbourhood. 
They  do  uotaifect  the  lymphatic  glands,  and,  although 
prone  to  recur  locally  after  removal,  never  become 
disseminated. 

In  addition  to  such  tumours  as  these,  which  aie 
common,  the  j^arotid  is  much  more  rarely  afi'ected 
by  growths  of  a  more  malignant  nature.  Both 
sarcomata  and  carcinomata  are  met  with  in  this 
gland,  and,  although  they  seldom  become  dissemi- 
nated, they  are  very  liable  to  cause  death  by  pressure 
upon,  or  infiltration  of,  the  various  structures  which 
lie  in  their  immediate  neighbourhood. 

The  only  tumour  which  occurs  in  the  sub-maxil- 
lary gland  with  sufficient  frequency  to  deserve  mention 
is  one  composed  of  cartilage.  Even  this  is  very  rare, 
not  more  than  seven  or  eight  cases  being  on  record. 
Both  structurally  and  clinically  they  resemble  enchon- 
dromata  in  other  situations.  They  are  therefore 
quite  innocent. 


(    4^7  ) 


CHAPTER  LVll. 
DISEASES  OF  THE  TOWaUE. 

nTACROGIiOSSIA. 

TiiE  enlargement  of  the  tongue  to  which  the  name 
of  macroglossia  has  been  given  is  most  frequently, 
but  not  always,  of  congenital  origin,  although  in  the 
majoiity  of  cases  the  organ  continues  its  abnormal 
growth  after  birth.  In  this  disease  the  whole  tongue, 
or,  rarely,  a  part  of  it,  is  enlarged,  and  in  severe 
cases  protrudes  between  the  lips,  or  even  overhangs 
the  chin.  On  account  of  the  constant  pressure 
exercised  upon  the  lower  jaw,  the  latter  is  liable 
to  become  deformed,  and  the  development  of  the 
teeth  to  be  arrested.  By  reason  of  its  exposure  to 
injury  and  irritation ,  the  swollen  tongue  is  very  liable 
to  become  inflamed,- and  each  attack  of  glossitis  leaves 
it  larger  than  before.  In  extreme  cases  there  may 
be  great  difficulty  in  breathing,  whilst  both  speech 
and  deglutition  are  necessarily  much  interfered 
with. 

An  examination  of  a  tongue  affected  with  this 
disease  .shows  that  the  surface  is  dotted  over  with 
small  semi-translucent  vesicles  or  papules,  which  are 
much  more  numerous  in  some  cases  than  in  others. 
I'lie  organ  is  peculiarly  shapeless,  and  may  be  scarred 
from  old  ulcerations,  oi-  else  marked  by  the  results  of 
more  recent  inflammation.  On  section,  the  tissues 
are  softer  than  natural,  paler  in  colour,  and  with 
a  marked  absence  of  healthy  muscle.  Microscopical 
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examination  shows  an  increase  of  soft  fibrous  tissue, 
with  the  formation  in  parts  of  a  true  lymj^hatic 
structure  such  as  is  met  with  in  the  more  cortical 
portions  of  a  lymphatic  gland,  although  of  less 
regular  formation.  The  whole  organ  is  more  or  less 
mliltrated  with  leucocytes  according  to  whether  or 
not  it  has  been  the  seat  of  recent  inflammation, 
and  its  arteries  and  veins  are  frequently  dilated  and 
thickened.  It  will  thus  be  seen  that  in  macroglossia 
there  is  no  true  hypertrophy,  but  rather  a  general 
overgrowth  and  infiltration  of  the  tongue  with  lym- 
phatic tissue,  lymph,  and  leucocytes,  a  condition 
which  is  generally  complicated,  and,  indeed,  to  some 
extent  promoted,  by  frequent  attacks  of  inflammation. 
On  account  of  this  overgrowth  of  lymphatic  tissue, 
Virchow  has  proposed  the  name  "  lymphangioma 
cavernosum." 

GIiOSSXTZS. 

The  tongue  is  liable  to  be  attacked  by  various  forms 
of  inflammation,  some  of  purely  local  origin,  others  the 
result  of  some  constitutional  defect ;  some  superficial 
and  non-ulcerative,  others  ulcerative,  and  others  again 
affecting  the  whole  substance  of  the  organ.  The  com- 
mon causes  of  chronic  glossitis  are  excessive  smoking, 
drink,  syphilis,  and  chronic  dyspepsia. 

Superficial  glossitis,  unattended  by  ulceration, 
may  be  either  subacute  or  chronic.  It  is  very  com- 
monly of  local  origin,  and  may  result  from  any  form 
of  irritation— e.y.,  excessive  smoking,  scalding  by  hot 
li(iuids,  cliafing  by  rough  teeth,  &c.  It  is  also  fre- 
quently produced  by  gastritis  or  dyspepsia,  and  is 
common  in  connection  with  clironic  alcoholism. 

In  the  subacute  forms,  the  surface  of  the  tongue 
is  very  patcliy.  In  parts  it  is  covered  by  wliite  fur ; 
in  other  parts  it  is  raw  and  glazed,  as  though  the 
surface  epithelium  had  been  removed,  and  this  is,  in 
fact,  what  has  really  happened,  for  in  glossitis  there 
is  a  catarrh,  with   descjuamation  of  the  epithelial 
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covering.  The  papillfe  appear  larger  than  natural, 
and  the  organ  is  painful  and  tender. 

In  the  more  clxronic  forms  of  glossitis,  there  is  at 
first  a  reddening  of  the  inflamed  area,  which  is  hidden 
to  a  great  extent  by  a  thick  covering  of  fur ;  this  is 
gradually  followed  by  thickening  of  the  surface  epithe- 
lium and  the  formation  of  raised  white  patches  of  vary- 
ing size  and  shape.  In  some  cases  the  whole  or  the 
greater  jiart  of  the  surface  of  the  tongue  is  implicated, 
and  the  raised  patches  continue  to  enlarge  by  a  gradual 
extension  of  the  inflammatory  process  to  the  siu-- 


FlG.  126. 


Soction  tlirougb  a  Tongue  with  Chronic  Glossitis.  The 
epitlichum  is  greatly  thickened,  and  numerous  processes 
project  towards  the  surface    (Zeiss,  A.) 

rounding  parts.  When  a  patch  has  been  formed,  the 
heaped-up  epithelium  soon  assumes  a  dirty-white 
colour,  which  has  caused,  the  application  of  the  term 
"  leucoplakia,"  whilst,  on  account  of  the  thickening, 
the  disease  has  been  named  " ichthyosis"  or  "psoriasis 
hnguR!."  In  many  cases  the  thickening  subsides  on 
the  removal  of  the  cause,  but  in  other  cases  it  con- 
tmues,  and,  the  epithelium  becoming  dry  and  horny, 
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the  surface  is  soon  cracked  and  fissured.  Micro- 
scopical examination  shows  more  or  less  cell  infiltra- 
tion of  an  inflammatory  nature,  with  great  increase  of 
the  corneous  layer.  In  some  cases  the  interpapillary 
processes  of  epithelium  are  much  increased  in  size  ; 
in  others,  they  are  themselves  broken  up  by  cell 
infiltration.  This  condition,  if  allo\fed  to  progress 
unchecked,  is  liable  occasionally  to  terminate  in  epi- 
thelioma. 

The  smooth,  glazed  tongue,  which  afibrds  an- 
other instance  of  the  results  of  inflammation,  is  also 
the  product  of  a  chronic  superficial  glossitis.  There 
is  often  no  apparent  cause  for  the  disease,  either 
constitutional  or  local,  and  the  affection  is  peculiarly 
persistent,  and  obstinate  in  its  resistance  to  treat- 
ment of  all  kinds.  In  such  cases  the  surface  of  the 
tongue  is  bright  red,  perfectly  smooth,  and  shiny, 
presenting  no  jjapillfe,  and  looking  very  much  as 
though  it  had  been  brushed  over  with  some  trans- 
parent varnish.  This  condition  usually  gives  rise  to  a 
burning  and  smarting  sensation,  and  is  occasion- 
ally accompanied  by  increased  salivation.  It  nftects 
women  as  W"ell  as  men. 

In  connection  with  the  subject  of  superficial  glossitis, 
the  rashes  which  are  met  with  on  the  tongue  may 
be  briefly  mentioned.  The  commonest  of  these  is  a 
simple  white  discoloration,  which  often  extends  to 
the  gums  and  mucous  surface  of  the  lips  ;  it  appears 
to  be  commonly  caused  by  smoking,  and  is  very  tran- 
sient. Much  less  common  than  this  is  the  annulus 
migrans,  or  wandering  rash,  which  is  characterized 
by  the  appearance  of  light-coloured,  cresceutic  or 
circular  bands  or  patches,  spreading  eccentrically, 
rapidly  fading  in  one  place,  and  equally  rapidly 
appearing  in  another,  veiy  prone  to  persist  for  months 
or  years  in  spite  of  treatment,  causing  no  symptoms 
of  importance,  and  owning  no  definite  cause.  It  may 
occur  at  any  ago,  and  all'ccts  both  males  and  females. 

Acute   parenchymatous   glossitis.— This  is. 
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fortunately,  a  rare  affection.  It  may  follow  injury, 
such  as  the  biting  of  the  tongue  in  an  epileptic  fit, 
scalds  and  burns,  stings  by  insects.  Arc,  or  may  occur 
during  mercurialism,  or  in  the  course  of  one  of  the 
specific  fevers.  In  other  cases  it  is  attributed  to 
exposure  to  cold,  or  to  wounds  by  dirty  and  septic 
instruments. 

The  disease  is  characterized  by  a  general  swelling 
of  the  whole  organ.  This  occurs  with  much  rapidity, 
and  may  cause  so  great  an  enlargement  that  the 
tongue  protrudes  from  the  mouth.  The  surface  is  livid 
and  shiny  except  where  it  is  exposed  beyond  the  lips, 
whilst  in  advanced  cases  the  livid  ity  may  increase  till 
the  colour  deepens  to  a  blue-black.  Suppuration  is 
rare,  but  in  some  cases  superficial  sloughing  has 
occurred.  If  untreated,  the  disease  may  prove  fatal 
by  causing  dyspncea,  for,  not  only  is  the  whole  tongue 
swollen,  but  the  ary-epiglottic  folds  also  soon  become 
cedematous.  When  the  inflammation  once  commences 
to  subside,  the  organ  rapidly  diminishes  in  size. 

Abscess  of  the  tongue  is  rare.  It  is  probably 
invariably  of  local  origin,  and  never  attains  any  con- 
siderable size.  I  have  seen  symmetrical  abscesses 
form  in  the  tongue  after  an  attack  of  facial  erysipelas 
which  extended  to  the  buccal  cavity.  These  abscesses 
developed  without  much  pain,  and  there  was  at  no 
time  any  material  swelling  of  the  whole  organ  such 
.IS  is  found  in  typical  acute  glossitis. 

The  Syphilitic  affections  of  the  tongue  have 
already  been  described  in  the  chapter  on  Syphilis,  on 
page  121. 

TTIiCERATZOn-   OT   THE  T01>rC1TE. 

Ulceration  of  the  tongiie  occurs  under  several  forms, 
and  owns  various  causes.  Simple,  single  ulcers  due 
to  irritation  of  sharp  teeth  or  of  rough  pipes  are 
most  common  on  the  lateral  margins.  The  shape  is 
irregular ;  the  base  sometimes  .sloughy,  at  other 
times  covered  by  pus ;  the  edges  sharply  cut,  excei)t 
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when  healing  is  m  progi-ess  ;  and  the  tongue  around 
not  indurated.  The  ulcer  is  often  very  painful  and 
teiider  and  is  accompanied  by  excessive  salivation. 

Follicular  ulcers  of  the  tongue,  due  to  dyspepsia 
ami  otliev  allied  conditions,  are  frequently  multiple 
ihey  are  generally  not  Kmited  to  the  tongue,  but  are 
found  also  upon  the  floor  of  the  mouth,  the  palate,  and 
the  hps.  The  ulcers  are  superficial,  circular,  about 
the  size  of  a  split  pea  or  less,  and  readily  heal  on  the 
removal  of  the  cause.  This  form  of  ulcer  is  relatively 
common  in  young  children  suflf"ering  from  teething. 

Ulceration  of  the  tongue  of  a  foul  and  slou^ghy 
nature,  and  associated  with  similar  conditions  of  the 
contiguous  mucous  surfaces,  occurs  also  in  connection 
with  mercurial  poisoning  and  with  scurvy. 

Tubercular  ulceration  of  the  tongue  has  only  of 
late  years  been  lirought  into  notice.    Like  other  tuber- 
cular lesions,  it  is  most  common  in  young  adults,  though 
cases  have  been  recorded  at  forty  years  and  upwarcL"--. 
Most  commonly  there  is  evidence  of  tuberculosis  of 
the  lungs,  either  in  an  active  stage  or  else  temporarily 
quiescent.    The  tubercular  ulcer  commences  as  a  little 
nodule,  which  soon  becomes  raw  on  the  surface,  and 
slowly  ulcerates  ;  in  some  cases  no  nodular  thickening 
precedes  the  sore.    These  ulcers  are  most  common  at 
the  tip  of  the  tongue  or  on  the  dorsum  in  the  middle 
line.    The  shape  is  irregular,  the  surface  sloughy, 
and  the  discharge  thin  and  watery  ;  the  edges  are 
ragged   and  undermined,  and  there  is  an  almost 
complete  absence  of  induration.     When  occurring 
near  the  tip,  there  is  sometimes  an  appearance  as 
though   the   extremity  of  the  tongue  had  siinpl}' 
been   rubbed    away  and   a  raw  surface  produced. 
Sometimes,  under  treatment,  these  ulcers  show  a 
tendency  to  heal,  but  more  commonly  this  is  not 
the  Ciise,  and  the  sore  remains  open  nnd  indolent, 
neither  increiusing  nor  diminishing  to  a  noticeable 
extent  for  weeks  or  months.    jMore  rarely  the  ulcer 
rapidly  extends,  and  in  one  severe  case,  whose  progress 
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I  watched,  the  whole  of  the  dorsum  of  the  tongue, 
the  soft  palate,  the  tonsils,  and  the  ary-epiglottic  folds 
were  successively  involved.  The  lymphatic  glands 
are  not  usually  affected,  but  in  some  cases  they  become 
enlarged  and  inflamed.  The  prognosis  of  such  cases  is 
bad,  chiefly,  perhaps,  on  account  of  the  usual  occurrence 
of  tubercle  in  other  parts  ;  but  some  cases  in  which 
early  excision  has  been  practised  have  done  well. 

In  connection  with  tubercle  of  the  tongue,  the 
occasional  occurrence  of  lupus  may  be  mentioned.  It 
is  extremely  rare,  and  requires  but  brief  notice.  In 
the  only  case  I  have  seen,  the  ulceration  was  asso- 
ciated with  similar  disease  of  the  nose  and  face. 

TUMOURS    or    THE  TOlffGUE. 

The  most  common  tumour  of  the  tongue  is  epi- 
thelioma, and  for  this  reason  it  is  here  given  the 
first  place.  Epithelioma  is  much  more  frequently  seen 
in  men  than  in  women,  and  usually  occurs  after  forty 
years  of  age.  It  is  often  preceded  by  some  form  of 
chronic  inflammation,  such  as  simple  ulcer  due  to  bad 
teeth,  syphilitic  ulcers,  chronic  superficial  glossitis,  &c 
Considering  the  frequency  with  which  it  follows 
syphilitic  lesions,  the  greatest  care  should  always 
be  exercised  in  examining  a  tongue  which  has  long 
been  the  seat  of  syphilitic  disease,  for  it  is  quite 
possible  that,  although  the  ulceration  is  syphilitic  it 
IS  also  something  more,  and  that  epithelioma  has  been 
engrafted  upon  the  pre-existing  ulceration .  Occurring 
m  a  tongue  not  previously  ulcerated  or  inflamed  epi- 
thelioma usually  commences  as  a  thickening  of  the 
surface  epithelium  in  the  form  of  a  warty  gro^v^:,h 
pimple,  or  nodule.  As  this  nodule  increases^'in  size' 
Its  most  central  and  superficial  part  breaks  down  and 
forms  an  ulcer,  which  is  sometimes  of  very  char-ic- 
tenstic  appearance.  In  other  cases  the  disease  com 
mences  as  a  crack  or  fissure,  which  slowly  increases  in 
aeptlj,  wfnlst  Its  edges  become  thick  and  everted.  By 
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far  the  most  common  place  for  an  epithelioma  is  the 
lateral  margin  of  the  tongue,  and  after  that  the 
under  surface  ;  but,  when  attacking  the  site  of  a  pre- 
existing ulceration,  it  often  commences  on  the  dorsum. 
The  epithelial  ulcer  is  of  irregular  shape,  with  a 
sloughy,  grey  base,  and  everted  edges,  which  are  raised 
above  the  surrounding  surface  and  are  very  hard.  If 
the  subjacent  tongue  be  felt  between  the  finger  and 
thumb,  it  will  be  found  to  be  much  indurated;  and  if 
a  section  of  it  be  made,  it  will  be  seen  that  this  indura- 
tion is  due  to  the  infiltration  of  the  muscle  by  the  new 
growth.  The  ulcer,  in  fact,  is  an  ulcer  of  a  new  growth 
sitviated  on  and  in  the  tongue,  and  it  is  bounded  on  all 
sides,  not  by  lingual  tissue,  but  by  the  gro-s\i;h  itself.  It 
is  the  presence  of  this  tumour,  often  raised  considerably 
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A  ToDC'ue  with  a  large  Epitlielioma  on  its  Left  Lateral  Maririn. 
The  centre  of  the  growth  has  ulcerated. 

above  the  surface,  with  edges  overlapping  and  mush- 
room-like, that  especially  characterizes  the  epithelial 
ulcer,  and  when  we  speak  of  the  indurated  edges 
and  base  we  really  are  talking  of  the  feel  of  the  tumour 
itself.  If  allowed  to  run  its  course  unchecked,  tlie 
crrowth  continues  to  infiltrate  the  subjacent  structures. 
It  gradually  extends  to  the  floor  of  the  mouth,  and 
so  lixes  the  tongue  that  all  movement  is  rendered 
difficult.  It  involves  the  soft  palate  and  the  alveolar 
margins,  the  maxillary  bones,  and,  passing  back- 
wartls,  it  infiltrates  the  epiglottis  or  even  the  larynx 
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itself.  As  the  growth  extends,  so  also  d^es  che  ulcers^' 
tion  ;  and  in  some  cases  the  latter  progresses  tnHt&_a,s 
rapidly  as  does  the  tumour,  so  that  just  as  fasi&l^/Abl 
latter  grows,  just  as  quickly  does  it  disintegrate  on  ffs" 
surface.  In  some  cases  there  is  much  htemorrhage, 
and  in  all  there  is  a  bloody  discharge,  which  is  often 
very  foul.  Salivation  is  profuse,  and  pain  is  constant 
and  severe. 

The  sub-maxillaiy  lymphatic  glands  are  early 
implicated.  At  first  they  are  hard  and  movable  ; 
soon  they  become  fixed,  and  soften  in  their  centres. 
If  examined  after  removal,  they  are  found  to  be 
infiltrated  with  epithelial  new  growth,  which  soon 
extends  from  them  to  the  surrounding  tissues,  so  that, 
in  advanced  cases,  large  masses  are  formed  in  the  neck 
extending  all  round  the  lower  jaw,  fixing  it  so  as  to 
greatly  limit  its  movements,  and  passing  down  the 
neck  even  as  far  as  the  clavicle. 

The  inevitable  termination  of  such  cases  is  a  most 
painful  and  lingering  death,  which  is  due  to  the 
exhaustion  induced  by  constant  pain  and  sleepless- 
ness, with  inability  to  eat,  and  in  some  cases  is 
accelerated  by  loss  of  blood  from  the  ulcerated  sur- 
face. Very  frequently  broncho-pneumonia  is  set  up 
by  the  passage  of  the  inspired  air  over  the  foul  sur- 
face in  the  mouth,  and  in  some  instances  the  lungs 
may  be  found  almost  gangrenous.  Dissemination  is  not 
very  common,  but  I  have  seen  numerous  secondary 
growths  in  both  lungs  and  in  the  liver. 

If  an  epithelioma  of  the  tongue  be  excised,  or  even 
if  the  whole  organ  be  removed,  recurrence  is  unfor- 
tunately frequent.  It  by  no  means  follows  that  a 
patient  is  never  permanently  freed  from  the  disease 
for  cases  occur  in  Avhich  many  years  pass  by  without 
recurrence,  and  the  patient  dies  of  .some  other  and 
separate  affection.  But,  speaking  of  epitheliomata 
as  a  class,  it  must  be  confessed  that  those  of  the 
tongue  are  more  malignant  than  similar  growths 
occurring  in  most  other  parts.     Thus,  they  ^vow 
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much  more  rapidty,  vilcerate  more  quickly,  and  affect 
the  lymphatic  glands  much  sooner  than  do  epithelio- 
mata  of  the  lip,  and  are,  in  addition,  more  prone  to 
recur  and  to  disseminate.  It  may  be  that  this  clinical 
history  depends  in  part  on  the  favourable  conditions 
for  growth,  namely,  the  constant,  even  temperature 
and  moisture  of  the  month  ;  but  these  are  proba- 
bly only  of  secondary  importance,  for  it  must  always 
be  remembered  that  tumour's  growing  under  jjrecisely 
similar  conditions  vary  much  in  their  individual  malig- 
nancy according  to  the  tissue  or  organ  in  which  they 
originate. 

Malignant  tumours  of  the  tongue  other  than  epi- 
thehomata  are  very  rare,  and  need  only  to  be  men- 
tioned. The  otlier  varieties  of  cai'cinoma  are  practi- 
cally unknown,  and  but  a  few  cases  of  .sarcoma  are  on 
record. 

Innocent  tumours  of  the  tongue  are  also  com- 
paratively uncommon,  and  j^erhaps  that  one  which  is 
most  often  seen  is  naevus.  This,  like  similar  growths 
elsewhere,  is  usually  noticed  soon  after  birth,  and 
mav  either  continue  to  grow,  or,  after  remaining 
stationary  for  a  time,  may  slowly  wither  and  dis- 
appear. On  account  of  the  thinness  of  tlieir  cover- 
ing, and  their  liability  to  injury  by  hard  substances 
during  the  act  of  mastication,  n»vi  of  tlie  tongue 
are  rather  liable  to  bleed,  and  occasionally  do  so  to 
a  dangei'ous  extent.  In  rare  instances  they  attain 
such  a  size  as  to  seriously  interfere  witli  deglutition 
and  speech. 

Columnar-celled  adenomata  occur  as  i-are 
tumours  situated  deeply  in  the  substance  of  the 
tongue,  in  front  of  the  epiglottis,  and  covered  by 
normal  epithelium.  Tliey  probably  originate  either 
in  the  glands  met  with  in  this  situation,  or  else  in  the 
remains  of  the  lingual  duct.  They  consist  of  tubes 
and  acini  lined  witii  columnar  epithelium,  and  occa- 
'^ioually  contain  cysts  whicli  enclose  a  clear  sticky 
auid.    The  tumoui^  occur  in  young  adults  and  appear 
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to  be  innocent.  I  have  seen  two  cases  in  women 
between  twenty  and  thirty. 

Cysts  of  the  tongue  containing  a  mucoid  tiuid,and 
due  to  the  distension  of  a  mucous  follicle,  are  occa- 
sionally seen.  They  are  seldom  larger  than  a  pea,  but 
may  attain  a  greater  size. 

Papillomata  of  the  tongue  are  found  on  all  j^arts 
of  its  dorsum.  They  may  be  seen  at  all  ages,  and  are 
sometimes  congenital.  They  occur  as  small  raised 
growths,  tending  to  be  jjedunculated,  with  roughened 
surfaces  covered  by  thickened  epithelium,  not  ulcer- 
ated, and  not  infiltrating  the  substance  of  the  organ. 
They  consist  of  an  overgrowth  of  the  connective  tissue 
which  underlies  the  epithelium,  and  are  covered  by 
an  abnormally  thick  layer  of  the  latter.  Other  papil- 
loma are  also  found  which  are  of  lymphatic  origin. 
In  these  a  part  of  the  tongue  presents'  a  number  of 
small  raised  papules  or  vesicles  which  contain  clear 
linid.  These  growths  are  often  but  wrongly  called 
degenerate  naevi.  They  are  really  localized  over- 
growths of  the  lymphatic  tissue  such  as  is  also  met 
with  m  macroglossia  (see  p.  487). 

Amongst  other  and  still  rarer  growths  fatty- 
tumours  and  soft  fibromata  may  be  mentioned, 
ihey  usually  occur  in  the  substance  of  the  tongue 
Itself,  but  cases  are  on  record  in  which  the  fibrous 
growths  have  been  pedunculated,  and  I  have  myself 
removed  such  a  tumour  from  a  child.  Enchondromata 
and  hydatid  cysts  have  also  been  found  in  the 
tongue. 
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CHAPTER  LVIIJ. 


DISEASES   OF  THE  NOSE. 


Lipoma  nasi. — The  only  notewoi-thy  disease  pecu- 
liar to  the  cutaneous  surface  of  the  nose  is  the  so- 
called  "lipoma  nasi."  The  growth  to  wiiich  this 
name  has  been  applied  is  not,  however,  composed  of 
fat.  It  results  from  acne  rosacea,  and  consists  chiefly 
of  greatly  enlarged  sebaceous  follicles,  with  thicken- 
ing of  the  true  skin  by  fibrous  tissue  of  inflammatory 
origin.  The  growth  is  most  common  near  the  tip  of 
the  nose.  It  is  usually  lobulated  and  firm,  and  in 
some  cases  the  lobules  are  pedunculated.  Growths  of 
this  nature  are  most  common  in  people  of  intemperate 
habits. 

Deviation  of  the  septum  nasi,  and  partial  dis- 
placement of  the  nasal  cartilages,  are  generally  of 
traumatic  origin,  but  in  many  cases  tend  to  increase. 
They  are  also  in  some  cases  of  congenital  origin,  or 
develop  about  the  period  of  puberty,  and  in  such 
cases  are  frequently  accompanied  by  bony  or  cartila- 
ginous outgrowths  from  the  septum.  Occasionally, 
the  bulging  of  the  deviated  septum  causes  so  great  a 
prominence  in  one  nostril  that  it  may  be  mistaker.  for 
a  polypoid  growth.  ^ 

Simple  catarrhal  inflammation  ot  the  mucous 
Unin.'  of  the  nostrils  is  .pnte  the  commonest  of  the 
aHectlons  to  whicli  these  passages  are  liable.  The  most 
common  cause  of  acute  catarrh  or  coryza  is  exposui-e 
to  cold,  and  the  changes  seen  in  the  mucous  mem- 
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brane  are  such  as  are  typical  of  similar  affections  of 
other  mucous  surfaces. 

Chronic  coryza  is  in  some  cases  dependent  upon 
the  presence  of  foreign  bodies  introduced  from  with- 
out, or  of  nasal  calculi  or  tumours.  In  other  instances 
it  is  dependent  on  scrofula  or  syphilis,  and  more  rarely 
on  gout.  The  scrofulous  catarrh  is  most  common  in 
children,  and  often  results  in  much  permanent  thick- 
ening of  the  mucous  membrane,  with  partial  obstruc- 
tion to  respiration.  In  the  cases  dependent  on  syphilis 
the  discharge  is  usually  profuse  and  purulent,  often 
foul  smelling,  and  accompanied  by  ulceration ;  but  all 
cases  are  not  so  severe. 

Purulent  catarrh,  or  ozaena  The  term  ozajna 

IS  used  to  designate  a  condition  in  which  there  is  a 
discharge  of  pus  from  the  nostrils  accompanied  by  a 
pecuharly  foul  odour.  The  discharge  is  often  bloody, 
and  may  be  mucoid  rather  than  purulent ;  in  all  cases 
it  is  fetid. 

Ozajna  results  from  various  forms  of  ulceration, 
and  may  be  of  traumatic,  scrofulous,  or  syphilitic 
origni.  Scrofulous  ulceration  is  most  common  in 
children,  and  especially  in  those  who  exhibit  some 
other  signs  of  struma.  The  ulcers  are  small,  but 
multiple,  are  usually  covered  by  a  scab,  and  secrete 
the  thm  watery  pus  characteristic  of  scrofulous  in- 
flammations m  other  parts.  In  some  cases  the  ulcers 
are  of  a  lupoid  nature.  Syphilitic  ulcers  are  some- 
times seen  m  the  subjects  of  congenital  syphilis,  but 
are  usually  met  with  in  adults ;  they  also  are  multiple, 
and  may  be  either  superficial  or  deep.  The  ulcers  ai  e 
larger  and  less  numerous  than  those  of  scrofulous 


origi  n. 


In  both  syphditic  and  scrofulous  ulceration  the 
subjacent  bone  may  be  diseased,  and  either  caries  or 
necrosis  may  complicate  the  case.  In  some  instances 
there  is  extensive  destruction  of  the  osseous  frame- 
work-a  condition  which  is  most  common  in  syphilitic 
patients.    In  cases  of  oza-na  following  injury,  it  will 
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generally  be  found  that  there  i,s  some  necrosis,  and  it 
is  to  the  jsresence  of  the  dead  bone  that  the  continu- 
ance of  the  discharge  is  to  be  attributed.  In  other  cases 
the  ozajna  is  dependent  upon  the  introduction  and 
retention  of  foreign  bodies,  or  on  the  presence  of  nasal 
calculi.  These  latter  bodies,  called  also  rhinolithes, 
are  most  commonly  found  in  the  inferior  meatus, 
and  are  often  formed  nround  a  foreign  body.  They 
consist  chiefly  of  phosphates  and  carbonates  of  lime 
and  magnesia. 

TUMOURS    OF  THE  N'OSTRZX.S. 

The  commonest  tumours  of  the  nostrils  are  mucous 
polypi.  These  growths  occur  for  the  most  part  in 
young  adults,  and  in  some  cases  follow  chronic  coryza. 
They  are  almost  invariably  multiple  and  pedunculated, 
and  vary  in  size  from  that  of  a  pea  to  that  of  a  raisin. 
In  colour  they  are  pink  or  red,  and  have  a  translu- 
cent appearance.  Their  surface  is  very  smooth  and 
slippeiy,  and  their  consistence  soft  and  elastic. 
Microscopically  examined,  they  are  found  to  be  com- 
posed of  myxomatous  tissue,  or  of  very  soft  and  succu- 
lent fibrous  tissue,  in  the  meshes  of  which  there  is  a 
mucoid  fluid  ;  they  are  covered  by  ciliated  epithelium 
such  as  is  normally  met  with  in  the  nares.  After 
long  exposure  near  the  nasal  orifices,  the  most  depen- 
dent parts  of  these  growths  become  more  tirm,  fibrous, 
and  white.  The  usual  situation  for  tliese  growths 
is  the  external  wall  of  the  nostril,  where  they  are 
commonly  attached  to  the  middle  turbinate  bone, 
but  they  are  also  found  on  the  superior  and  inferior 
turbinate  bones,  as  well  as  on  the  mucous  membrane 
covering  the  roof  of  the  nose ;  they  are  very  rarely 
attached  to  tlie  septum  nasi. 

The  irritation  caused  by  the  presence  of  these 
growths  usually  sets  up  a  nasal  calarrh,  wliich,  in  its 
tiu'u,  probably  promotes  tli(>  growtli  of  polyjn.  for 
there  can  be  "no  doubt  that  the  longer  jiolypi  are 
left  untreated  tlie  more  numerous  do  they  become. 
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The  smaller  and  more  recent  ones  occupy  the  upper 
parts  of  the  nasal  cavities,  and  do  not  develop  or 
come  into  view  until  the  older  and  more  superficial 
ones  have  been  removed.  In  all  cases  polypi  cause 
an  unpleasant  nasal  intonation  of  the  voice,  and, 
when  numerous  and  large,  may  cause  bulging  and 
deformity  of  the  nose,  llowever  large  they  grow,  or 
however  long  they  remain,  they  scarcely  ever  bleed. 

Fibrous  and  sarcomatous  polypi.— These 
growths  are  not  so  common  as  are  the  mucous  polypi ; 
they  tend  to  grow  especially  from  the  roof  of  the 
nose  and  the  septum.  They  occur  at  all  ages,  but 
are,  perhaps,  more  common  in  the  young.  They 
usually  originate  in  the  periosteum,  and  not  in 
the  mucous  membrane,  as  do  the  simple  mjxomata. 
ihey  vary  ni  size,  but  often  grow  so  large  that  the 
nostril  is  no  longer  able  to  contain  them,  and  thev 
protrude  into  the  pharynx;  when  occupying  this 
position,  they  are  known  as  naso-pharyngeal  polypi, 
iheir  surface  is  m  some  cases  smooth,  but  in  others 
papillated  or  spongy.  On  microscopical  examina- 
tion, they  are  found  to  consist  either  of  simple 
fibrous  tissue  or  else  of  a  fibrous  matrix  containinjj 
connective-tissue  cells  of  various  shapes.  In  some 
cases  the  whole  growth  is  sarcomatous,  and  com- 
posed entirely  of  cells. 

Growths  such  as  these  grow  more  quickly  than  do 
mucous  polypi,  but  those  composed  of  pure  fibrous 
tissue  increase  more  slowly  than  the  pure  sarco- 
maU.  As  they  develop,  they  tend  to  extend  into 
neighbouring  cavities,  and  sometimes  infiltrate  the 
w I  r^""  T^h  "I       '"-^^^-^^^^"^  growths  else- 

rormftv  '""Y  P^'"^'"'^^^  condderable  de- 

toimity.  Haemorrhage  is  a  common  symptom,  and 
m  y  be  very  excessive.    If  removed,  all  growths  of 

although  this  is  most  marked  in  the  tumours  of  sar 
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Tumours  of  the  nostrils  other  than  those  above 
described  are  of  rare  occurrence,  but  epitheUomata, 
osteomata,  and  enchondromata  growing  from  the  nasal 
cartilages  have  occasionally  been  observed. 

ABEM-OZD  VEGETATION'S. 

Adenoid  vegetations  are  overgrowths  of  the  adenoid 
or  lymphatic  tissue  of  the  naso-pharynx,  and  aie  often 
associated  with  a  general  thickening  of  the  mucous 
membrane.  They  occur  as  small,  pendulous  growths, 
seldom  larger  than  a  pea,  and  are  generalty  sessile, 
though  occasionally  pedunculated.  The  mucous  mem- 
brane of  the  pharynx,  of  the  soft  palate,  and  of  the 
posterior  nares  is  the  seat  of  the  disease,  and  in  many 
cases  the  growths  extend  around  the  orifices  of  the 
Eustachian  tubes.  A  microscopical  examination  shows 
that  the  vegetations  are  covered  by  mucous  mem- 
brane, and  are  composed  of  a  framework  of  loose 
connective  tissue,  well  supplied  with  vessels,  in  which 
are  embedded  lymphatic  follicles  such  as  are  found  in 
the  tonsils. 

Adenoid  vegetations  are  essentially  a  disease  of 
childhood,  and  occur  with  about  equal  frequency  in 
the  two  sexes.  They  are  considered  by  some  authors 
to  be  relatively  common  in  strumous  subjects,  and  are 
often  seen  in  conjunction  with  enlarged  tonsils.  The 
chief  trouble  occasioned  by  these  growths  is  deafness, 
which  results  partly  from  the  mechanical  occlusion  of 
the  Eustachian  orifices,  and  partly  from  an  extension 
of  inflammation  along  the  Eustachian  tube  to  the 
middle  ear.  Other  troubles  are  an  unpleasant  nasal 
voice,  attacks  of  pharyngitis,  laryngitis,  and  nasal 
catarrh.  It  is  probable  that,  as  the  patients  grow  up, 
the  vegetations  shrink  and  atrophy,  but  in  nianyca.ses, 
before  this,  which  may  be  considered  tlie  natural  cure 
has  occurred,  permanent  deafness  has  resulted. 


(    503  ) 


CHAPTER  LIX. 

DISEASES  OF  THE  (ESOPHAGUS. 

The  oesophagus  is  veiy  rarely  the  seat  of  simple 
inflammation  or  ulcei^ation.  Either  of  these  conditions 
may,  however,  be  set  up  by  injury  caused  by  swallow- 
ing rough  or  sharp  substances,  or  else  by  drinking 
caustic  acids  or  alkalies.  In  diphtheria,  also,  the  ulcera- 
tion and  formation  of  membrane  frequently  extend  to 
the  o?sophagus. 

Slight  inflammations  or  ulcerations  clear  up  with- 
out inducing  any  important  change,  but  in  some  cases 
of  poisoning  by  corrosive  liquids  the  scarring  which 
ensues  is  sufiicient  to  cause  a  diminution  in  the  calil)re 
of  the  tube,  and  so  produce  a  fibrous  stricture. 

These,  like  strictures  of  other  mucous  jJassages,  are 
very  liable  to  continue  to  contract,  and  sometimes 
cause  such  narrowing  that  the  passage  of  food  becomes 
impossible,  and  death  from  starvation  ensues.  In 
cases  such  as  these,  the  oesophagus  above  the  strictured 
portion  is  usually  dilated  and  its  walls  often  thickened. 
This  condition  readily  explains  the  fact  that  food  is 
sometimes  apparently  swallowed,  and  is  after  a  time 
I'egurgitated,  having  merely  gone  as  fai'  as  the  pouch 
above  the  stricture.  In  other  cases,  again,  the  mucous 
Inung  of  the  pouched  portion  is  inflamed  or  ulcerated, 
with  the  resulting  discharge  of  much  mucus,  which 
is  constantly  being  "  hawked  up  "  by  the  patient. 

Cancerous  stricture  is  unfortunately  much  more 
frequent  than  simple  fibrous  nan-owing,  and  is  espe- 
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cially  liable  to  occur  in  old  peoi^le.  It  is  more  often 
met  with  in  men  than  in  women.  The  most  common 
variety  of  malignant  growth  of  the  oesophagus  is  cer- 
tainly epithelioma,  but  scirrhous  carcinoma  is  by  no 
means  rare,  and  I  have  myself  seen  four  or 'five 
instances  of  it.  Colloid  and  medullary  cancers  are 
much  more  uncommon. 

Epithelioma  is  especially  frequent  in  the  upper 
part  of  the  oesophagus,  and  is  met  with  just  behind 
the  cricoid  cartilage  more  often  than  in  any  other 
situation.  In  some  cases  the  new  growth  extends 
into  the  lumen  of  the  tube,  and  thus  obstructs  the 
passage  of  food,  but  more  frequently  it  infiltrates  the 
walls  in  their  whole  circumference,  and,  gradually 
causing  an  induration  and  shrinking  of  the  latter, 
results  in  the  formation  of  an  "  annular  stricture." 
In  other  instances,  again,  the  growth  extends  along 
several  inches  of  the  tube,  and  so  causes  a  "  tubulai- 
strictm-e."  In  any  case  the  mucous  membrane  soon 
becomes  ulcerated,  and  a  foul,  slouefhino:,  and  bleediu" 
surface  is  produced.  The  other  most  common  sites 
for  epithelioma  are  the  lower  portion  of  the  oeso- 
phagus just  above  the  cardiac  orifice  of  the  stomach, 
and  that  part  of  the  tube  opposite  to  the  bifurcation 
of  the  trachea. 

Scirrhous  carcinoma  is  not  so  common  in  the  upper 
part  of  the  ojsojjhagus  as  lower  down,  and  is  more 
often  .seen  in  that  part  of  the  tube  which  is  within  the 
thorax  than  that  which  is  in  the  neck.  The  growth 
presents  the  characteristic  appearance  of  similar 
growths  elsewhere,  being  extremely  bard,  causing 
much  contraction,  and  dev-eloping  with  comparative 
slowness. 

Both  epithelioma  and  scirihus  of  the  u-sopliagus 
terminate  fatally,  and  each  in  much  the  same  manner. 
Death  may  be  finally  brought  about  in  one  of  several 
ways.  In  .some  cases  tlie  inability  to  swallow  induces 
starvation,  but  in  many  more  the  growth  extends  to, 
:vnd  o]iens,  the  trachea  or  bronchi,  sets  up  s(>ptic 
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lironclio-pneumonia  by  the  passage  of  the  foul  dis- 
ehnrge  into  the  air-passages,  and  sometimes  leads  to  an 
almost  gangrenous  condition  of  the  lung.  More  rai^ely 
the  pericardium  is  involved,  and  acute  pericarditis 
terminates  the  case.  In  other  patients,  again,  death 
appears  to  result  rather  from  blood-poisoning  than 
any  thing  else,  and  the  source  of  this  is  not  difficul 
to  find  when  we  consider  the  extremely  foul  surface 
from  which  discharge  is  constantly  passing  into  the 
food-passages  or  is  being  directly  absorbed  by  the 
lymphatics. 

If  a  patient  who  has  died  of  cancer  of  the  ceso- 
phagus  be  examined  post-mortem,  it  is  by  no  means 
infrequent  to  find  no  glandular  enlargement  and  no 
secondary  growths ;  but  in  other  cases,  the  glands  in 
the  nrck  or  the  thorax  are  infiltrated,  and  in  some 
the  liver,  kidneys,  or  lungs  are  similarly  affected. 

Sarcomatous  tumours  of  the  oesophagus  are  very 
rare,  and  do  not  require  any  special  description. 
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CHAPTER  LX. 
HERNIA. 

A  HERNIA  is  an  abnormal  protrusion  of  some  of  the 
contents  of  the  abdominal  cavity.  This  protrusion 
most  often  occurs  at  one  of  the  places  where  the 
passage  of  various  structures  from  the  abdomen  to  the 
lower  extremities  or  genital  regions  provides  apertures 
which  may  allow,  in  addition,  the  transit  of  some  of 
the  abdominal  viscera. 

A  hernia  is  described  as  being  composed  of  a  sac 
and  contents.  The  sac  consists  of  peritoneum,  and, 
except  in  the  case  of  congenital  malformations,  is 
formed  by  a  protrusion  of  a  portion  of  the  parietal 
peritoneum  in  front  of  the  viscus  which  is  escaping 
from  the  abdomen.  At  first  this  sac  has  no  in- 
dependent existence,  i.e.,  if  the  contents  are  returned 
into  the  peritoneal  cavity,  the  bulging  peritoneum 
will  again  become  smoothed  out.  This,  however,  is 
only  in  the  very  earliest  stages  of  the  hernia,  for 
after  a  short  time  the  sac  contracts  adhesions  to  the 
tissues  amongst  which  it  has  been  thrust,  and  can  no 
longer  be  reduced.  And  not  only  docs  the  sac  become 
adherent  to  the  tissues  around  it,  but  the  folds  into 
which  the  peritoneum  is  thrown  at  the  oritice  through 
which  it  is  extruded  become  adherent  to  one  another  ; 
for  it  is  evident  that,  if  the  i)eritoneuui  covering  the 
internal  abdominal  ring,  for  example,  be  tlnnist  down 
into  the  scrotum,  it  will  be  tlirown  into  numeroiis 
folds  wliere  it  [lasses  through  the  ring,  and  it  is 
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between  these  folds  that  adhesions  shortly  form. 
This  narrowed  part  of  the  sac  which  lies  close  to  the 
abdominal  cavity  is  named  the  neck,  whilst  the 
lower  part,  which  is  much  more  capacious,  is  called 
the  fundus.  The  sac  thus  becomes  somewhat  flask- 
shape,  and  the  neck  is  in  time  still  further  narrowed. 

Fig.  128. 


Tho  Sac  uf  au  luguiual  Hcruia,  sbowiug  the  coustrictiou 
and  fibi-ous  riug  at  the  neck. 

For,  as  the  result  of  the  pressure  of  its  contents 
within,  and  of  the  abdominal  rings  without,  the  peri- 
toneum and  sub-peritoneal  tissues  become  matted  and 
thickened  by  fibrous  tissue,  and  a  more  or  less  dense 
fibrous  ring,  with  occasionally  some  unstriped  muscle, 
is  formed  at  the  neck.  The  peritoneum  forming  the 
fundus  also  undergoes  a  change  of  texture.  In  most 
hernife  {e.g.,  inguinal  and  femoral)  it  becomes  slightly 
thickened  ;  whilst  in  others,  notably  in  the  umbilical 
variety,  the  peritoneum  forming  the  sac  is  so  thinned 
that  in  places  it  entirely  disappears,  and  the  sac  is 
then  called  "  incomplete."  In  other  hernite,  again, 
tlie  sac  IS  incomplete  from  the  first,  for  a,  viscus 
which  is  not  entirely  covered  by  peritoneum,  such  as 
the  bladder,  or  in  some  cases  the  cajcum,  may  escape 
from  the  abdominal  cavity  without  pushing  a  complete 
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covering  of  peritoneum  in  front  of  it.  In  such  herniai 
the  protruded  viscera  rapidly  become  adherent  to  the 
tissues  among.st  which  they  lie,  and  are  consequently 
irreducible. 

The  contents  of  a  hernial  sac  consist  of  a  little 
fluid  secreted  by  the  serous  surface,  with,  usualty, 
either  intestine  or  omentum  ;  but  almost  any  of  the 
abdominal  viscera  may  herniate,  those  only  being 
excepted  which,  like  the  pancreas,  are  firmly  fixed. 
A  hernia  containing  omentum  is  named  an  epiplo- 
cele  ;  one  containing  intestine,  an  enterocele. 

The  condition  of  the  contents  varies.  When 
the  latter  can  be  returned  within  the  peritoneal 
cavity,  the  hernia  is  said  to  be  reducible,  whilst  if 
such  is  not  the  case  it  is  called  irreducible.  In 
some  cases,  usually  as  the  result  of  injury,  the  hernia 
becomes  inflamed ;  and  in  others,  f^ces,  accumulat- 
ing in  the  gut  which  is  in  the  sac,  cause  the  hernia  to 
increase  in  size  and  to  become  for  the  time  irreducible 
— a  condition  to  which  the  term  obstructed  or 
incarcerated  is  applied. 

Lastly,  the  hernia  may  be  strangulated,  but 
before  describing  this  it  is  necessary  to  say  a  few 
words  on  the  subject  of  irreducible  hernias. 

As  already  mentioned,  some  hernite  are  irreducible 
from  the  time  of  their  formation,  a  circumstance  which 
is  dependent  on  the  incompleteness  of  tlieir  sac  :  whilst 
others,  which  are  at  first  reducible,  become  in-educible 
through  the  thinning  away  of  the  peritoneum  forming 
the  sac,  and  the  subsequent  adhesion  of  the  contents 
to  the  tissues  with  which  they  are  thus  brought  into 
contact.  The  commonest  cause  of  irreducibility, 
however,  is  thickening  of  the  protruded  omentmn, 
for,  on  account  of  the  friction  and  pressure  to 
which  a  herniated  piece  of  omentum  is  subjected,  it 
soon  becomes  greatly  indurated  and  increased  in  size 
by  the  formation  in  it  of  fibrous  tissue,  and  is  conse- 
quently after  a  time  unable  to  return  by  the  aperture 
through  wliich  it  fonnerly  escaped.     I n  other  cases. 
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again,  this  thickening  is  accompanied  by  the  contrac- 
tion of  adhesions  to  the  sac-wall  or  to  some  of  the 
contained  intestine,  and  thus  a  further  obstacle  is 
offered  to  reduction.  Lastly,  it  has  been  already 
mentioned  that,  when  the  intestine  in  a  hernial  sac 
becomes  blocked  by  fseoes,  it  is  for  the  time  irreducible. 


Tig.  129. 


A  Heriiiul.Sao,  coiifMiniug  a  mass  of  tUic-kenod  omentum  w}iicli 
liiis  bcTome  adhereut  to  the  posterior  wall  of  the  sac. 

In  a  strangulated  hernia,  not  only  are  the  con- 
tents irreducible,  but  they  are  so  tightly  constricted 
that  the  circulation  of  the  blood  through  them  is 
interfered  with  ;  it  is  to  the  latter  condition  that  h\ 
far  the  greater  importance  is  to  be  attached  lii 
some  cases,  and  especially  those  where  the  hernia  is 
suddenly  caused  by  exertion  or  injury,  the  contents 
as  soon  as  extruded,  are  so  tightly  gripped  by  the 
margins  of  the  aperture  through  which  they  are  thrust 
thiit  strangulation  at  once  ensues.  This  is  by  no  means 
a  common  occurrence,  and  it  is  usually  only  after 
existin-  for  some  time  tliat  hernial  become  stvan- 
At  first  sight  this  is  not  altogether  eas\- 
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of  explanation,  for  it  does  not  appear  evident  why 
a  hernia  which  has  frequently  descended  before, 
and  has  always  hitherto  been  reducible,  should  sud- 
denly become  so  tightly  gripped  as  to  cause  its  irre- 
ducibility  and  constriction.  And  it  may  be  easily  seen 
that  these  conditions  cannot  be  due  to  any  sudden 
alteration  in  the  size  of  the  rings  or  the  neck  of  the 
sac,  for  neither  of  these  possesses  the  requisite  amount 
of  contractility.  The  true  cause  of  the  strangulation 
is  probably  to  be  found  in  the  descent  of  a  greater 
quantity  of  intestine  or  omentum  than  has  before 
descended,  and  the  consequently  greater  pressui-e  to 
which  either  is  subjected  at  the  aperture  through 
which  it  passes.  This  is  borne  out  by  the  evidence  of 
patients,  who  often  state  that  on  the  occasion  of 
strangulation  the  hernia  has  descended  in  greater  bulk 
than  previously.  The  descent  may  be  due  either  to 
exertion  or  to  excessive  movement  of  the  intestines, 
as  in  colic  or  diarrhosa. 

The  position  of  the  constriction  relative  to  the  contents 
of  the  sac  differs  in  different  cases.  In  some  it  is  out- 
side the  sac— e.(/.,at  the  external  or  internal  abdominal 
rings,  at  Hey's  or  Gimbernat's  ligaments,  etc.  In  others 
it  is  the  fibrous  thickening  already  described  as  forming 
the  neck  of  the  sac  which  is  the  constricting  element ; 
whilst  in  a  few  and  rare  instances  the  coils  of  intestine 
are  encircled  by  bands  of  adhesion  formed  withm  the 
sac  itself,  in  the  manner  already  mentioned  in  con- 
nection with  irreducible  hernia?. 

If  intestine  be  strangulated,  it  is  the  passage  ot 
venous  blood  which  is  first  interfered  with,  and  the  gut 
becomes  congested.  The  congestion  in  its  turn  causes 
swelling,  and  thus  increases  the  tightness  of  the  con- 
striction The  gut  becomes  of  a  dark  plum  colour, 
very  tense  and  shiny,  and  at  the  same  time  the  fluid 
in  the  sac  quickly  increases  in  quantity  and  becomes 
blood-stained,  being  exuded  from  the  serous  surface  ot 
the  imprisoned  intestine.  In  many  cases  the  distended 
vessels  relieve  themselves  by  rupturing  into  the  cavity 
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of  the  gut,  the  blood  being  subsequently  passed  ^;e9' 
anuni  if  the  strangulation  be  reUeved.  After  a  time, 
not  only  is  the  venous  circulation  obstructed,  but,  as 
tlie  tightness  of  the  constriction  increases,  the  flow  of 
blood  through  the  arteries  is  arrested,  and  gangrene 
of  the  imprisoned  intestine  shortly  ensues.  In  such 
a  case,  the  colour  of  the  gut  changes  to  an  ashen  gi"ey, 
the  surface  becomes  wrinkled,  its  shiny  appearance 
is  lost,  and  the  peritoneum  can  be  peeled  off;  finally, 
rupture  i-esults,  and  fteces  escape  into  the  sac.  Usually, 
the  patient  dies  by  the  time  such  a  stage  has  been 
reached,  death  being  due  to  exhaustion  and  collapse 
resulting  from  the  pain  and  vomiting  which  accom- 
pany strangulation .  In  very  rare  instances  the  patient 
.survives  yet  longer,  and,  if  such  be  the  case,  suppuration 
and  sloughing  of  the  sac  and  of  the  tissues  around  it 
will  follow,  and  fjeces  will  finally  be  discharged  through 
the  skin.  In  some  cases  peritonitis  supervenes,  being 
caused  by  an  exten.sion  of  inflammation  from  the  sac ; 
but  in  other  cases,  even  when  gangrene  ensues,  the 
extravasation  of  faeces  into  the  peritoneal  cavity,  and 
the  spread  of  inflammation  to  the  serous  membrane 
are  arrested  by  adhesion  between  the  strangulated  gut 
and  the  neck  of  the  sac. 

But  not  only  does  the  constriction  of  the  gut 
tend  to  cause  sloughing  of  the  part  beyond  the  stric- 
ture ;  it  also  causes  ulceration  of  the  intestine  at  the 
seat  of  stiicture  itself.  This  is  a  fact  of  the  greatest 
practical  importance,  for  it  may  happen  that  the  state 
of  the  knuckle  of  intestine  which  is  found  in  the  sac 
<lurmg  the  operation  of  herniotomy  is  sufiiciently  good 
and  free  from  appearance  of  sloughing  to  warrant  its 
return  after  division  of  the  stricture,  but  that,  never- 
thele,ss,  the  intestine  ivhere  gripp-d  is  at  one  small  spot 
already  ulcerated  or  sloughing.  If  this  condition  is 
not  ascertamed  by  drawing  down  the  gut  and  exa- 
mining It  before  efTecting  its  reduction,  nothing  can 
prevent  subsecpient  fajcal  extravasation  and  diffuse 
peritonitis.    (8ee  Fig.  130.) 
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In  cases  where  an  opijortunity  is  afforded  of  making: 
a  post-mortem  examination  of  a  case  of  strangulated 
hernia  which  has  not  been  relieved  by  operation,  the 
difference  in  the  appearance  of  the  intestine  above 
and  below  the  seat  of  strangulationis  very  marked,  for 
the  coils  above  are  greatly  distended  and  congested, 
and  in  extreme  cases,  where  the  distension  has  been 
excessive,  the  peritoneal  coat  splits  :  the  coils  below  the 
stricture,  are,  on  the  contrary,  collapsed  and  pale. 


Fir;,  130. 


Loop  of  Intestme.  from  a  cass  of  bfraugulated  Femoral 
Horuia.  A  small  oval  ulcer  marks  tlie  place  wliere  the 
gut  has  been  cousti'icted  by  Gimberuat's  ligaraeut.  Tlio 
large  piece  of  iutestiue  to  the  right  is  a  portion  of  the 
dilated  iutestiue  above  the  seat  of  straugulatioii  ;  ilie  small 
piece  of  intestiuo  to  the  left  was  below  tlie  stricture. 

In  those  cases  where  the  gut  has  sloughed  and  all 
the  fa3ces  continue  to  be  discharged  through  the  skin 
tlie  patient  is  said  to  have  an  artificial  anus. 
When  most  of  the  freces  are  passed  by  the  anus  and 
but  little  fa3cal  matter  escapes  by  the  opening,  the 
term  faecal  fistula  is  employed.  If  only  a  small 
portion  of  the  whole  circiunference  of  the  gut  has 
been  destroyed,  such  an  opening  may  gradually  con- 
tract and  Hnally  close,  but  when  the  sloughing  has 
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been  of  greater  extent  so  fortunate  a  conclusion  is 
not  to  be  expected.  In  consequence  of  the  pressure 
exercised  by  the  abdominal  contents  on  the  distal 
portions  of  the  intestine,  the  latter  remains  collapsed 
and  does  not  permit  of  the  passage  of  fa?ces,  whilst, 
after  a  time,  a  further  obstacle  is  interposed  in  the 
form  of  a  protrusion  of  a  fold  or  spur  of  mucous 
membrane  from  between  the  apertures  of  the  upper 
and  lower  pieces  of  intestine.  This  acts  as  a  valve, 
and  effectually  prevents  the  passage  of  fa?ces  by  the 
natural  channel,  and,  until  it  has  been  removed  by 
operation,  the  artiticial  anus  remains  patent. 

The  causes  of  hernise  are  either  congenital  or 
acquired.  Of  the  former,  the  chief  predisposing  cause 
is  a  failure  of  the  normal  process  of  closure  of  the 
processes  of  peritoneum  whtch  in  foetal  life  extend 
into  the  scrotum  and  through  the  umbiHcal  aperture. 
The  consequent  weakness  of  the  abdominal  wall  is  in 
some  instances  supplemented  by  an  undue  length  of 
the  mesentery,  which  allows  the  intestines  to  hang 
more  heavily  than  is  natural  against  the  parietes.  In 
a  considerable  percentage  of  such  cases,  the  hernial 
tendency  appears  to  be  hereditary. 

In  later  life  the  mesentery  and  omentum  may 
acquire  an  undue  length  through  stretching,  con- 
sequent upon  the  accumulation  of  fat  in  their  sub- 
stance, and,  from  the  same  cause,  the  tension  of  the 
abdominal  contents  may  be  considerably  increased 
It  IS  thus  that  umbilical  hernia^,  more  especially,  are 
found  in  people  over  middle  age  who  have  recently 
become  obese.  The  reverse  condition  also,  namely, 
wasting  and  loss  of  flesh,  tends  to  the  development  of 
hernue,  although  in  a  different  manner.  Here  the 
abdominal  contents  become  prone  to  extrusion  on 
account  of  the  removal  of  the  fat  and  cellular  tissue 
which  normally  occupy  the  apertures  of  exit  from 
the  abdomen.  It  will  therefore  be  seen  that  both 
emaciation  and  obesity  are  causes  of  hernia^  in  adult 
lite,  and  it  may  be  added  that  anything  which  inducas 
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a  loss  of  muscular  tone,  any  condition  of  debility,  is 
favourable  to  the  production  of  a  hernia.  For, 
normally,  the  muscular  walls  of  the  abdomen  by  their 
constant  contraction  both  support  the  contained 
viscera  and  promote  the  closure  of  all  apertures 
which  naturally  exist. 

As  directly  exciting  causes  of  hernife  may  be  men- 
tioned wounds  and  lacerations  of  the  abdominal  walls. 
Thus,  it  is  commoia  for  a  hernial  protrusion  to  follow 
the  operations  of  ligature  of  the  iliac  vessels,  abdominal 
section,  &c.,  as  well  as  accidental  injuries  of  various 
kinds.  Suppuration  also  tends  to  produce  the  same 
result. 

VARZETZIIS   OF  HHHNXJE. 

It  is  not  possible  to  devote  suiEcient  space  in  the 
present  work  to  a  description  of  the  anatomy  of  the 
parts  concerned  in  the  various  forms  of  hernias  ;  for 
such  details,  works  on  anatomy  should  be  consulted. 
It  is,  however,  desirable  to  point  out  verj'  briefly  the 
common  positions  of  hernial  protrusions,  as  well  as  the 
main  points  worthy  of  notice  in  connection  with  the 
probable  seat  of  strangulation  and  the  mode  of  for- 
mation of  the  sac. 

In  inguinal  hernia,  the  protrusion  passes  either 
through  the  whole  length  of  the  inguinal  canal  (an 
oblique  hernia)  or  directly  through  the  external 
abdominal  ring  (a  direct  hernia)  and  thence  into  the 
scrotum  or  labium.  The  sac  of  such  a  hernia  may 
be  («)  congenital  or  (b)  acquired.  Of  the  former  there 
are  several  varieties. 

Normally,  the  descent  of  the  testis  into  the  scrotum 
is  followed  by  a  closure  of  the  process  of  peritoneum 
which  the  oi"gan  carries  with  it  from  the  abdominal 
wall.  This  closure  commences,  above,  at  about  the 
level  of  the  external  abdominal  ring,  and,  below, 
immediately  above  the  testis.  The  intervening  or 
"  funicular  "  portion  of  the  tunica  vaginalis  is  suli- 
se(iuently   gradually   obliterated.     If   this  closure 
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does  not  occur  at  all,  then  the  cavity  of  the  tunica 
vaginalis  testis  communicates  directly  with  the  peri- 
toneal cavity ;  and  if  a  hernia  descends,  which  is  by 
no  means  necessarily  the  case,  it  will  pass  into  a  sac 
already  formed,  namely,  the  tunica  vaginalis  testis. 
Such  a  hernia  is  named  "  congenital." 

In  other  cases  the  tunica  vaginalis  testis  becomes 
shut  off  from  the  general  peritoneal  cavity  by  adhesion 

Fig. 


Fig. 
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Diagram  of  a  ConKeuital  In- 
guinal Hernia.  The  loop  of  gut 
is  within  the  tunica  vaginalis 
testis. 


Diagram  of  a  Funicular  Iler- 
uia.  The  loop  of  gut  is  in  the 
unobliterated  funicular  portion 
of  the  tunica  vaginalis,  which 
has  been  separated  from  the 
testicular  portion. 


immediately  above  the  testis,  as  already  mentioned 
but  instead  of  the  funicular  portion  of  the  peritoneal 
sac  being  obliterated,  and  closure  occurring  at  the 
external  ring,  the  funicular  portion  remains  open  and 
ready  to  receive  any  viscus  that  subsequently  pro- 
trudes. To  such  a  hernia  the  name  of  "  funicular  " 
IS  apphed,  for  the  sac  is  formed  of  the  unobliterated 
funicular  portion  of  the  tunica  vaginalis,  the  testis 
Itself  being  separated  from  the  herni,-.l  sac  by  a  thin 
septum. 

lu  yet  other  cases  both  the  funicular  and  testicular 
portions  of  the  tunica  vaginalis  remain  unobliterated 
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and  continuous  with  one  another,  but  their  cavity  is 
separated  from  the  general  peritoneal  cavity  by  the 
closure  already  mentioned,  which  noi-mally  occurs  at 
the  external  abdominal  ring.  If  a  hernia  now 
develop,  the  hernial  sac  is  usually  formed  by  a  pro- 
trusion of  a  fresh  portion  of  peritoneum  from  the 
neighbourhood  of  the  internal  al)dominal  ring,  the  sac 
being  thus  an  acquired  one.  In  such  a  case  the  hernial 
sac  is  liable  to  be  protruded  behind  the  unoblitei'ated 
funicular  portion  of  the  tunica  vaginalis,  and,  as  it 
increases  in  size,  tends  to  bulge  into  the  cavity  of  the 
latter.  A  hernia  with  such  a  relation  to  the  tunica 
vaginalis  is  named  "infantile." 

Another  variety  of  hernia  is  generally  described 
which  is  said  to  be  developed  in  connection  with  a 
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Fig  134. 


Diafrnim  of  an  lufautilo  Her- 
uia.  Till!  loop  of  gut  is  beliiud 
tlio  uuoblitcratt'd  fuuicuhir  por- 
tion of  tlie  tuuica  vaginalis,  and 
is  contaiuod  within  a  sac  forniod 
by  a  process  of  poritoueuiu 
pushed  down  from  the  neigh- 
bcnirliood  of  the  iutorual  abdo- 
minal riug. 

precisely  similar  abnormal  condition  of 
va"-inalis    to   that   last   described.  It 


Diagraui  of  an  Euoystod  Her- 
nia. The  gut  is  eontaiued 
within  a  sac  formed  by  au  iu- 
vagiuation  of  the  upper  part  of 
tlie  uMobliterated  fniiic\dar  por- 
tion of  tbe  tunica  vagiualis. 


tlie 
is 


tuuica 
named 
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"encysted,"  and  the  sac  is  said  to  be  £6!,,:^^^.^. „ 
yielding  of  the  adhesions  at  the  point  of  closure  of -the" 
funicular  portion  opposite  the  external  ring.  In  this 
form  of  hernia  the  sac  is  invaginated  into  the  unob- 
Uterated  funicular  portion,  and  is  not  placed  com- 
pletely behind  the  latter  as  in  the  infantile  variety ; 
much  doubt,  however,  has  recently  been  cast  on  the 
existence  of  true  encysted  herniie  by  the  investigations 
of  Mr.  Lockwood.  Reference  to  the  accompanying 
diagrams  will  render  these  various  forms  of  herniae 
more  intelligible. 

Interstitial  hernia. — This  form  of  hernia,  called 
also  "  intra-parietal "  and  "hernie  en  bissac,"  is  charac- 
terized by  the  presence  of  offshoots  or  pouches  of  the 
sac,  which  extend  amongst  the  structures  composing 
the  abdominal  wall.  Thus,  a  sac  may  meet  with  some 
obstruction  at  the  external  abdominal  ring,  and  may 
then  extend  either  upwards,  outwards,  or  inwards 
behiyid  the  aponeurosis  of  the  external  oblique.  In 
other  cases  it  passes  through  the  external  ring,  but, 
meeting  with  difficulty  in  its  further  passage  to  the 
scrotum,  extends  between  the  skin  and  external 
oblique,  and  forms  a  swelling  parallel  to  Poupart's 
ligament.  Much  more  rarely  the  sac  extends  into  the 
iliac  fossa  and  passes  between  the  iliac  fascia  and  the 
peritoneum.  This  variety  of  hernia  not  infrequently 
complicates  retention  of  the  testis  in  the  inguinal 
canal,  and  in  such  cases  is  the  result  of  the  obstruction 
offered  by  the  testis  to  the  descent  of  the  gut  into  the 
scrotum. 

Acquired  inguinal  hernia — In  the  case  of 
an  ordinary  acquired  inguinal  hernia  there  is  no 
abnormal  condition  of  the  tunica  vaginalis  to  com- 
plicate matters,  and  the  sac  is  formed  in  the  manner 
already  described  in  an  earlier  part  of  the  present 
chapter  When  an  inguinal  hernia  becomes  strangu- 
lated, the  seat  of  constriction  may  be  eitlier  the  ex- 
ternal or  internal  abdominal  ring  or  the  neck  of  the 
sac,  but  it  should  be  remembered  that  when  the  sac 
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IS  of  congenital  origin  its  neck  is  almost  always  the 
cause  of  the  mnstriction. 


the  crural  ring,  traverses  the  crural  canal,  and  sub- 
sequently appears  at  the  saphenous  opening.  The  sac 
is  always  an  acquired  one,  and  is  not  so  capacious  as 
is  that  of  an  inguinal  hernia.  The  contents  are 
usually  part  of  the  ileum  with  more  or  less  omentum. 
If  strangulation  occurs,  the  seat  of  constriction  is 
usually  outside  the  sac,  being  at  Gimbernat's  or  Hey's 
ligament  or  the  deep  crural  arch.  On  account  of 
the  sharpness  of  these  bands  of  ligament,  the  im- 
prisoned gut  ulcerates  and  sloughs  more  rapidly  than 
is  the  case  in  inguinal  hernise,  and  it  is  well  known  to 
all  surgeons  that,  on  this  account,  the  mortality  after 
herniotomy  for  femoral  hernia  is  greater  than  in  the 
case  of  inguinal  ruptures. 

In  umbilical  hernia  the  abdominal  viscera  escape 
either  through  the  umbilical  ring  itself  or  else  through 
the  linea  alba  in  its  immediate  neighbourhood.  This 
form  of  rupture  is  common  in  new-born  children,  and 
in  them  is  readily  curable  by  the  application  of  slight 
pressure.  When  occurring  in  adult  life,  it  is  met  ^^dth 
most  commonly  in  very  stout  people  with  much  intra- 
abdominal fat.  In  these  the  sac  is  usually  of  extreme 
tenuity,  and  is  often  gradually  thinned  away  to  such 
an  extent  that  in  places  it  becomes  incomplete,  the 
contents  contracting  adhesions  to  the  surrounding 
parts  and  becoming  irreducible.  These  contents 
almost  always  comprise  omentum  and  jejunum,  but  in 
some  cases  the  transverse  colon  is  extruded.  If  stran- 
gulated, the  seat  of  constriction  is  the  aperture  of  exit 
in  the  linea  alba,  or  adhesions  formed  by  the  omentum 
within  the  snc. 

In  obturator  hernia  the  sac  is  always  acquired, 
and  is  protruded  through  the  upper  part  of  the  obtu- 
i-ator  foramen  in  company  with  the  vessels  and  nerves 
of  the  same  name.  Tliis  variety  of  hernia  is  most 
common  in  thin,  elderly  women  ;  t]i<>  sac  is  always 


protrusion  takes  place  at 
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small,  hut  sometimes  causes  pressure  on,  and  pain  in 
the  course  of,  the  obturator  nerve.  Strangulation  is  not 
common,  and,  when  it  occurs,  the  constriction  is  usually 
outside  the  sac  and  not  very  acute.    (See  Fig  135.) 

A  ventral  hernia  is  one  in  which  the  sac  is  formed 
by  a  ]3rotrusion  of  peritoneum  at  a  part  of  the  abdo- 
minal wall  in  which  normally  no  aperture  exists.  Such 
hernite  sometimes  occur  in  the  middle  line  between 
the  recti  muscles  in  women  Avho  have  had  prolonged 
and  difficult  labours,  but  are  more  often  the  sequel  of 
wounds  of  the  abdominal  wall  followed  by  formation 
of  a  weak  and  yielding  scar.    They  ai'e  veiy  rarely 


strangulated 


Fig. 


135 


Au  Ol.tiimtor  Ilernia.  The  sac  protrudes  tlirmifv],  the 
iipyer  liarlof  tlio  thyroid  forameu,  aud  tlie  obturator  vesseN 
and  ucrve  are  stretched  over  its  anterior  surface. 

Perineal  and  sciatic  hernite  are  extremely  rare. 
In  the  former,  the  protrusion  takes  place  between  the 
anterior  fibres  of  the  levator  ani ;  in  the  latter,  throu<^h 
the  .sciatic  notch,  beneath  the  gluteus  maximus.  " 

Diaphragmatic  hernia  is  either  due  to  a  con- 
genitfd  defect  in  the  diaphragm  or  to  injury.  In  the 
former  case,  the  congenital  aperture  is  almost  invari- 
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ably  situated  in  the  left  half  of  the  muscle  ;  in  the 
latter,  it  may  be  situated  in  any  portion.  In  this  form 
of  hernia  there  is  no  true  sac,  the  viscera  escaping 
into  the  pleura,  and,  more  rarely,  into  the  pericardium. 
The  viscera  which  escape  are  usually  the  stomach, 
colon,  and  small  intestine.  Strangulation  is  rare,  but 
is  not  unknown. 

Iiittr^'s  hernia  is  the  term  applied  to  a  strangu- 
lation of  a  Meckel's  diverticulum,  whilst  Richter's 
hernia  is  the  name  given  to  the  strangulation  of  a 
portion  only  of  the  whole  circumference  of  a  knuckle 
of  intestine.  To  this  latter  condition  the  name  of 
"  partial  enterocele  "  has  more  recently  been  given. 
Both  these  varieties  of  hernia  are  of  interest,  for 
although  in  neither  of  them  is  the  whole  calibre  of 
the  gut  mechanically  obstructed,  nevertheless  all  the 
symptoms  of  strangulation  are  present.  It  is  thus 
evident  that  the  vomiting  and  constijDation  which 
accompany  strangulation  are  not  the  result  of  simple 
mechanical  obstruction,  but  are  caused  reflexly  by 
the  injury  to,  and  irritation  of,  the  constricted  peri- 
toneum. 

In  connection  with  the  subject  of  hernia  may  be 
mentioned  protrusions  of  sub-peritoneal  fat 

through  the  linea  alba.  Thej^  usually  occur  about  mid- 
way between  the  umbilicus  and  the  ensiform  cartilage, 
and  form  soft,  partially  reducible  swellings,  about  the 
size  of  a  walnut  or  a  little  larger,  and  increasing  during 
any  straining  movements  or  in  the  act  of  coughing. 
Sometimes  they  can  be  reduced  and  the  aperture  of 
exit  in  the  linea  alba  can  be  clearly  defined,  but  in  all 
cases  where  they  have  existed  more  than  a  few  months 
they  become  irreducible.  I  have  seen  these  swellings 
in  both  men  and  women  above  middle  age,  and  have 
had  opportunities  of  examining  two  of  them  post- 
mortem. They  are  liable  to  be  mistaken  for  true 
herniaj,  but  the  mistake  is  of  little  consequence,  for 
they  are  well  treated  by  the  application  of  a  tru.ss. 
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CHAPTER  LXI. 

INTESTINAIi  OBSTRUCTION. 

This  term  is  applied  to  all  the  various  forms  of  mecha- 
nical obstruction  of  the  intestines  within  the  abdomen, 
as  opposed  to  the  external  herniie  which  protrude 
through  the  abdominal  walls. 

The  following  are  the  chief  varieties  of  intestinal 
obstruction: — Internal  hernife; 
volvulus;  intussusception;  ob- 
structicn  by  foreign  bodies  and 
f secal  accumulation :  stricture  ; 
tumours  of  the  intestine ;  pres- 
sure on  the  bowel  from  without 
by  tumours,  &c. ;  chronic  peri- 
tonitis. 

The  term  internal  hernials 

applied  to  cases  in  which  intes- 
tine has  become  constricted  by 
bands  of  adhesions  or  of  omen- 
tum, or  by  slipping  through 
apertures  in  the  omentum  or 
mesentery  or  into  such  normal 
openings  as  the  foramen  of 
Winslow  and  the  inter-sigmoid 
fossa.  Bands  of  adhesion  are 
formed  as  the  result  of  peritonitis,  and  are  most  common 
in  the  right  iliac  fossa,  though  they  may  occur  in  any 
part  of  the  abdomen.  Portions  of  omentum  may  also 
become  adherent  from  peritonitis  or  by  inclusion  in 


Fig.  136. 


An  lutorual  Hernia.  A 
loop  of  small  iutestiue  is 
st,i-n,iigula-ted  by  a  baud  of 
adhesious. 
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the  sac  of  an  irreducible  hernia.  In  other  cases  bands 
are  formed  in  connection  with  a  persistent  Meckel's 
diverticulum.  This  latter,  when  present,  is  a  pouch  or 
offshoot  of  the  small  intestine,  formed  by  an  undue 
persistence  and  development  of  the  vitelline  duct.  It 
is  situated  about  two  feet  above  the  ileo-ca?cal  valve,  and 
varies  in  length  from  an  inch  to  a  foot.  In  some  cases 
it  is  adherent  to  the  umbilicus  from  birth  ;  in  others,  it 
contracts  adhesions  to  some  other  part  of  the  abdominal 
parietes ;  whilst  very  frequently  it  remains  free  and 
movable  in  the  abdominal  cavity.  When  adherent, 
coils  of  intestine  may  be  caught  around  or  compressed 
by  it ;  whilst  in  some  few  instances,  when  free,  it  has 
been  known  to  knot  itself  round  the  mesenteric  attach- 
ment of  a  knuckle  of  bowel.  Strangulation  of  intestine 
from  slipping  through  apertures  in  the  omentum,  into 
the  foramen  of  Winslow,  etc.,  is  of  very  rare  occur- 
rence, and  does  not  require  further  comment. 

Volvulus,  or  twisting  of  tlie  intestine,  is  most 
often  seen  in  the  sigmoid  flexure,  but  is  nowhere 
common.  In  cases  where  the  sigmoid  flexure  is  un- 
usually voluminous,  large  coils  of  the  gut  sometimes 
protrude  almost  at  right  angles  from  the  course  of 
the  descending  colon.  The  size  of  these  coils  is  in 
most  cases  acquired,  and  appears  to  be  the  result  of 
chronic  constipation  ;  in  such  cases  the  meso-colon  is 
also  longer  than  natural.  If  this  part  of  the  bowel 
is  distended  by  freces,  it  may  happen  that  these  coils 
become  doubled  over  by  the  weight  of  their  contents, 
and  so  twisted  upon  their  mesenteric  axis,  and  kinked 
that  both  the  passage  of  fivces  and  the  free  circulation 
of  blood  in  the  mesenteric  vessels  are  interfered  with, 
and  strangulation  results.  In  such  ca.ses  gangrene 
and  peritonitis  rapidly  ensue.  Much  more  rarely  a 
similar  form  of  volvulus  is  found  in  tlie  ascendnig 
colon,  whilst  the  same  portion  of  bowel  has  also  been 
seen  twisted  around  its  own  longitudinal  axis.  The 
CR'Cum  also,  especially  when  imperfectly  developed, 
has  been  known  to  be  the  seat  of  a  twist.  Volvulus 


INTUSSUSCEPTION. 


of  the  small  intestine  is  met  with  only  in  connection 
with  previous  peritonitis  and  adhesion  of  loops  of 
intestine  ;  it  is  extremely  rare. 

Intussusception. — In  intussusception  one  portion 
of  the  intestinal  tube  is  invaginated  into  the  lumen  of 
that  portion  of  intestine  with  which  it  is  immediately 
continuous  below.  A  complete  intussusception  con- 
sists of  three  cylinders  or  rings  of  bowel.  The  inner- 
most of  these  is  named  the  entering  layer  ;  the  middle, 
the  returning  layer ;  and  the  external,  the  sheath. 
Intussusception  is  most   common  in  children,  and 


Fig.  137. 


All  lutussusreptiou.    The  sheath  has  been  laid  opeu  so 
as  to  show  the  intussuscepted  portiou. 

usually  oi-iginates  at  the  junction  of  the  ileum  with 
the  cjecuni.  In  this  situation  the  ileum,  with  the  ileo- 
ciecal  valve,  is  pushed  into  the  more  capacious  ca3cum. 
If  the  intussusception  now  continues  to  increase,  it 
does  so  at  the  expense  of  the  colon,  more  and  more 
of  which  is  rolled  in  by  the  constant  and  excessive 
vermicular  contraction  of  the  intestines.  It  thus 
happens  that  the  apex,  or  presenting  part,  of  the 
invaginated  bowel,  or  the  "  intussusceptum,"  through- 
out the  development  of  the  affection  always  consists 
of  the  same  portion  of  gut  which  originally  became 
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intussuscepted,  namely,  the  ileum  and  the  ileo-cjecal 
valve,  and  thus  in  some  cases  the  latter  may  present 
at  the  orifice  of  the  anus.  This  form  of  intussuscep- 
tion is  named  ileo-caecal,  but  another  and  much 
more  rare  form,  named  ileo-colic,  is  met  with,  in 
which  the  ileum  becomes  inverted  through  the  ileo- 
caecal  valve,  and  the  intussusceptum  increases  by 
protrusion  of  additional  portions  of  ileum.  Intus- 
susceptions are  also  found  in  the  small  intestine  and 
in  the  descending  colon  and  sigmoid  flexure,  but 
seldom  attain  a  large  size.  All  true  intussusceptions 
may  easily  be  distinguished  from  similar  invaginations 
which  are  foi'med  sometunes  during  the  irregular 
movements  of  the  intestine  which  occur  not  uncom- 
monly just  before  death.  These  latter  intussuscep- 
tions are  always  small,  frequently  multiple,  easily 
reduced,  and  the  gut  is  not  congested. 

If  an  intussusception  remain  unreduced,  congestion 
and  subsequent  sloughing  of  the  imprisoned  bowel 
is  apt  to  ensue.  In  some  cases  an  intussusception 
persists  for  a  considerable  time  without  serious 
mischief  resulting,  but  such  instances  are  compara- 
tively rare,  and  much  more  commonly  the  circulation 
in  the  intussuscepted  gut  is  quickly  interfered  with 
by  the  traction  on  its  mesentery.  The  intussusceptum 
swells  from  venous  engorgement,  and  very  soon  blood 
escapes  from  the  distended  vessels  into  the  interior  of 
the  intestine,  as  well  as  into  the  wall  of  the  gut  itself. 
The  swelliug  causes,  in  its  turn,  a  greater  constriction 
of  the  intussusceptum  where  it  enters  the  sheath,  the 
arterial  circulation  is  arrested,  and  gangrene  results. 
In  its  early  stages  an  intussusception  may  be  reduced, 
but  later  on  this  becomes  impossil)le.  The  irretluci- 
bility  is  in  great  part  the  result  of  the  swelling  already 
mentioned,  but,  in  addition,  adhesions  soon  form  be- 
tween the  peritoneal  surfaces  of  the  entering  and 
returning  layers,  as  well  as  lietween  the  sheith 
and  tlie  entering  layer,  and  fix  the  latter  ui  its 
abnormal    position.     In   almost  all  cases  there  is 
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an  extension  of  inflammation  from  the  inflamed 
or  sloughing  intestine  to  the  neighbouring  perito- 
neum, and  peritonitis  results;  whilst  sometimes  the 
sheath  itself  becomes  ulcerated,  or  even  gangre- 
nous. Spontaneous  cure  is  less  rare  than  is  generally 
supposed ;  the  gangrenous  intussusceptum  is  cast  off 
as  a  slough,  and  the  patient  recovers  with  an  intes- 
tine which  is  shortened  in  proportion  to  the  length 
of  that  piece  which  has  sloughed,  the  continuity  of 
the  canal  being  established  by  the  adhesions  which 
form  between  the  sheath  and  the  entering  layer. 

It  is  not  easy  to  assign  a  definite  cause  to  each 
individual  case  of  intussusception,  but  it  is  probable 
that  all  owe  their  origin  to  irregular  and  excessive 
contractions  of  the  bowel,  such  as  occur  in  cohc,  or 
result  from  the  presence  of  any  hard  or  foreign  body 
in  the  intestine.  In  some  rare  cases  the  trouble  may 
be  traced  to  the  presence  of  a  polypus,  which,  being 
gripped  by  the  bowel  below  its  seat  of  attachment,  is 
drawn  in,  together  with  the  gut  from  which  it  grows, 
during  peristalsis. 

Obstruction  by  foreign  bodies  and  faecal 
accumulations. — It  is  not  often  that  intestinal 
obstruction  results  from  the  presence  of  foreign 
bodies,  unless  in  this  category  hardened  fseces  be 
included.  The  various  foreign  bodies  which  are  so 
frequently  swallowed  are  seldom  of  sufiicient  size  to 
block  the  intestine,  whilst  yet  small  enough  to  safely 
pass  the  CESophagus  and  stomach.  They  may,  it  is 
true,  lodge  in  the  ctecum  or  some  other  part  of  the 
alimentary  tract,  and  cause  great  trouble  by  setting 
up  ulceration,  with  the  subsequent  formation  of  fascal 
abscesses  or  fistulfe,  or  may  induce  iseritonitis ;  yet, 
withal,  they  seldom  entirely  obstruct  the  calibre  of 
the  intestine.  A  more  frequent  cause  of  obstruction 
is  a  gall-stone,  and  it  is  probable  that,  when  it  is 
of  suflBicient  size  to  become  impacted,  it  has  gained 
the  cavity  of  the  bowel  rather  by  ulcerating  from  the 
gall-bladder  into  the  duodenum  than  by  passing  along 
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the  gall-duct,  for  it  is  difficult  to  conceive  that  a  stone 
which  would  traverse  the  latter  could  block  the  gut. 
But  whether  the  foreign  body  be  a  gall-stone  or 
something  swallowed  by  the  patient,  it  is  more  likely 
to  be  arrested  at  the  junction  of  the  small  with  the 
large  intestine  than  elsewhere,  on  account  of  the 
opposition  offered  to  its  further  progress  by  the  ileo- 
cjecal  valve.  Intestinal  calculi,  or  enterolithes,  are  of 
rare  occurrence,  they  are  usually  composed  of  phos- 
phatic  deposits  formed  around  some  foreign  body,  or 
of  masses  of  hair  or  fibre  ;  these  latter  are  generally 
met  with  in  hysterical  subjects  or  lunatics.  In  other 
cases  the  calculi  are  composed  of  vegetable  matter,  or 
of  masses  of  insoluble  salts,  such  as  magnesia,  which 
have  been  taken  medicinally.  Any  of  these  forms  of 
enterolithes  may  attain  great  size,  and  completely 
obstruct  the  bowel. 

Ftecal  accumulation  is  the  result  of  long-continued 
and  neglected  constipation,  and  is  seldom  seen  in 
early  life.  The  accumulation  is  necessarily  gradual, 
and  is  most  common  in  the  caecum,  sigmoid  flexure, 
and  rectum.  In  such  cases  the  intestine,  which  is 
already  feeble  and  slow  to  contract,  becomes  still 
more  paralysed  by  the  distension  and  pressure  of  the 
contained  mass,  and,  should  the  condition  remain 
unrelieved,  complete  cessation  of  all  peristalsis  re- 
sults. In  addition  to  the  mechanical  blocking  of  the 
bowel,  the  faecal  mass,  which  becomes  harder  and 
dryer  the  longer  it  is  retained,  causes  inflammation 
and  ulceration  of  the  intestine,  and,  subsecjuently, 
localized  chronic  peritonitis,  the  gut  above  the 
obstruction  becoming  also  immensely  distended.  In 
other  cases  fsecal  masses  not  large  enough  to  occlude 
the  intestine  remain  in  the  cajcum  and  keep  uj)  per- 
sistent irritation,  perhaps  for  months. 

Stricture  of  the  intestine. — Except  in  the 
rectum,  stricture  is  rare,  and  the  forms  of  narrowing 
in  this  part  of  the  bowel  will  be  dealt  with  more 
fully  in  the  chapter  on  Diseases  of  the  Eectum.  The 
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simple  strictures  of  the  intestines  are,  like  those  of 
other  mucous  canals,  caused  by  the  contraction  of 
scar  tissue  at  the  seat  of  previous  ulceration,  those 
ulcers  which  are  most  often  followed  by  such  contrac- 
tion being  the  dysenteric,  the  catarrhal,  the  tuber- 
cular, and  the  syphilitic.  The  strictures  caused  by 
the  two  first  of  these  are  most  common  in  the  large 
intestine ;  those  by  the  two  latter  in  the  lower  part  of 
the  ileum  and  the  ci^cum. 

There  is  also  another  variety  of  stricture  which  is 
not  due  to  contraction  of  healed  ulcers,  but  is  of  con- 
genital origin,  and  is  the  result  of  a  contraction  of  the 
bowel  at  the  seat  of  its  communication  with  the 
omphalo-mesenteric  duct.  It  has  already  been  men- 
tioned that  in  some  cases  this  duct  persists  as  a 
diverticulum,  but  in  others  the  reverse  condition 
occurs,  and  the  process  of  shrinkage  and  obliteration, 
which  ought  to  be  limited  to  the  duct  alone,  extends 
to  the  intestine  and  causes  a  stricture,  which,  in  an 
adult,  would  be  found  about  two  feet  from  the  ileo- 
csecal  valve. 

Tumours  of  the  intestine  (not  including  the 
rectum).— Both  innocent  and  malignant  tumours  are 
met  with  in  the  intestine,  the  latter  being  unfor- 
tunately the  more  common. 

Of  the  innocent  growths,  the  simple  glandular  poly- 
pus IS  of  most  frequent  occurrence.  It  is  seen  in 
children,  and  is  sometimes  multifile.  Its  common 
site  IS  the  lower  part  of  the  ileum  and  the  colon  It 
IS  se  dom  large  enough  to  obstruct  the  bowel,  but 
as  already  mentioned,  may  cause  intussusception! 
J^ibrous,  na^void,  and  fatty  growths  are  very  rare 

Malignant  tumours  are  much  more  common  in  the 
large  than  in  the  small  intestine.  They  are  almost 
invariably  carcinomatous,  and  frequently  belong  to 
that  variety  of  malignant  growth  to  which  the  name 
oi  adenoid  cancer  has  been  given.  These  growths 
become  more  common  the  nearer  we  approach  to  the 
anus,  but  are  more  frequent  in  the  cjeciim  than  in  the 
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ascending  colon.  They  cause  much  induration  and 
narrowing  of  the  intestine,  with  the  formation  of  a  so- 
called  "  cancerous  stricture."  The  growths  themselves 
ulcerate,  and  may  furnish  a  discharge  of  blood-stained 
and  foul  &uid  from  the  anus.  Above  the  stricture  the 
gut  becomes  dilated,  inflamed,  and  often  ulcerated,  so 
that  perforation  of  the  bowel  and  acute  purulent  peri- 
tonitis frequently  induce  a  fatal  termination.  On 
post-mortem  examination,  it  is  by  no  means  rare  to 
find  no  secondary  growths  in  any  of  the  viscera,  and 
in  a  considerable  number  of  cases  there  is  no  glandular 
affection.  In  some  cases  the  growth  is  tuberous,  and 
protrudes  into  the  cavity  of  the  bowel ;  in  others,  it 
forms  a  hard  ring  in  the  wall  of  the  gut  itself. 

Lympho-sarcomata  are  also  rarely  seen,  and  occur  as 
multiple,  soft,  fleshy  tumours,  of  a  dirty-white  colour, 
covered  hy  mucous  membrane,  and  especially  liable  to 
develop  in  Peyer's  patches. 

Pressure  on  the  bowel  from  without  by 
tumours,  6ec. — This  is  not  a  common  cause  of  ob- 
struction, for  the  bowel,  being  in  most  parts  movable, 
is  not  readily  compressed.  Cancerous  growths,  from 
their  tendency  to  fix  and  adhere  to  the  tissues,  more 
often  cause  obstruction  than  iiniocent  tumours,  and 
as  examples  may  be  quoted  cancer  of  the  pancreas, 
spleen,  kidney,  and  hver.  In  other  cases,  uterine, 
ovarian,  or  prostatic  tumours  com^^ress  the  bowel,  and 
in  yet  another  class  the  obstruction  is  caused  by  the 
pressure  of  pus.  Thus,  I  have  seen  a  case  in  which  an 
abscess  which  formed  in  Douglas's  pouch  as  the  sequel 
to  rectal  stricture  and  ulceration  caused  such  pressure 
on  the  bowel  as  to  induce  death  by  obstruction,  and 
other  similar  cases  have  been  recorded.  Occai^ionally, 
the  c'landular  tumours  which  result  from  "tabes 
mesenterica"  attain  a  sufficient  size  to  compress  the 
bowel,  to  which,  in  addition,  they  may  contract  adhe- 
sions. ^         ,        1       r  f 

Chronic  peritonitis.— In  tubercular  disease  ot 

the  peritoneum  it  is  by  no  means  uncommon  for  the 
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coils  of  intestine  to  become  matted  to  one  another 
and  to  the  enlarged  glands  which  are  often  present. 
In  consequence  of  this  matting,  a  chronic  form  of 
obstruction  may  supervene.  The  condition  is  most 
common  in  young  people.  In  another  class  of  cases 
the  peritoneal  inflammation  is  dependent  upon  dis- 
seminated new  growth.  This  is  most  frequently  seen 
in  connection  with  mahgnant  ovarian  disease,  but  in 
some  cases  the  growth  is  primary  in  the  serous  mem- 
brane. 
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CHAPTER  LXII. 
DISEASES  OF  THE  RECTVXa. 
ZIVIFERFORATE  AUVS. 

Imperforate  anus  results  from  imperfect  union 
between  the  rectum  above  and  the  posterior  part  of 
the  cloaca  common  to  the  uro-genital  apertui-e  and 
the  hind  gut  below. 

The  deformity  exists  in  varying  degrees.  In  some 
cases  there  is  an  anal  depression,  at  the  bottom 
of  which  a  membrane  forms  •  a  septum  separating 
the  anus  from  the  rectum,  or  else  the  anus  itself 
is  occluded  by  a  similar  membrane,  which  extends 
backwards  from  the  scrotum  to  the  coccyx.  In  other 
cases,  again,  the  anus  and  rectum  are  continuous, 
but  the  gut  is  much  narrowed  at  the  point  of  their 
junction,  and  occasionally  the  anal  orifice  is  obstructed 
by  a  longitudinal  fold  of  skin  extending  from  the 
coccyx  to  the  scrotum,  and  bisecting  the  anal  aper- 
ture. 

In  more  severe  examples  the  anal  aperture  is  sepa- 
rated from  the  rectum  by  fibrous  tissue  an  inch  or 
more  in  depth,  whilst  in  some  instances  the  rectum 
itself  is  completely  undeveloped.  Not  infrequently 
the  rectum  opens  into  the  genito-urintuy  tract — in 
the  female  into  the  posterior  wall  of  the  vagina,  and 
in  the  miile  into  the  prostatic  urethra  :  more  rarely, 
the  opening  is  into  the  bladder  itself.  Those  cases  in 
which  there  is  no  passage  for  fa>ces  terminate  fatally 
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unless  subjected  to  surgical  treatment,  the  infant 
dying  from  vomiting  and  exhaustion,  or  from  rupture 
of  the  csecum  or  colon  caused  by  over-distension. 

HJEMORRHOXBS. 

Hsemorrhoids,  or  piles,  constitute  one  of  the  most 
common  of  the  diseases  to  which  the  rectum  is  liable. 
A  hfemorrhoid  is  essentially  a  dilated  or  varicose  vein, 
or  more  often  a  collection  of  such  veins.  According 
to  their  situation  relative  to  the  anal  orifice,  piles  are 
called  external  or  internal,  but,  although  it  is  not  un- 
common to  find  internal  piles  existing  alone,  external 
piles  are  almost  always  associated  with  the  internal 
variety. 

External  piles  are  covered  by  sldn,  and  are 
generally  multiple.  When  not  inflamed,  they  give 
rise  to  but  little  trouble,  and  present  themselves  as 
swollen  tabs  of  skin  around  the  anal  orifice.  When 
inflamed,  they  form  jourple,  shiny,  tense,  rounded 
masses,  causing  much  pain  and  rectal  tenesmus.  If 
removed,  they  are  found  to  consist  of  a  looped  varicose 
vein  surrounded  by  fibrous  tissue,  the  quantity  and 
denseness  of  which  depend  upon  the  frequency  with 
which  the  pile  has  been  the  seat  of  inflammation. 
Very  commonly,  the  blood  in  the  varicose  vein  clots 
when  the  latter  becomes  inflamed,  and  occasionally 
suppuration  or  sloughing  terminates  the  existence  of  a 
bfemorrhoid. 

Internal  piles  vary  in  structure,  for,  although 
all  are  composed  of  dilated  vessels,  the  arrangement 
and  character  of  the  latter  are  not  always  identical 
They  may  conveniently  be  divided  into  («)  capillary, 
(6)  venous,  (c)  arterial.  \  /     r       J ' 

Capillary  piles  are  small,  sessile  swellings,  with  a 
papillated,  mulberry-like  surface  which  readily  bleeds 
ihis  hsemorrhage,  which  is  common  in  all  cases  of 
internal  piles,  is  readily  accounted  for  when  we  con- 
sirler  that  the  latter  are  covered  by  thin  mucous 
membrane  only,  and  not  by  skin,  as  are  the  external 
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ones,  and  tliat,  in  addition,  they  are  exposed  to  the 
pressure  and  irritation  of  the  hardened  faeces  of  the 
rectum.  Children  are  but  seklom  the  subjects  of  piles, 
but  when  such  is  the  case  it  is  the  capillary  pile  which 
is  almost  always  found. 

Venous  piles  are  the  most  common  of  the  internal 
haemorrhoids.  They  are  usually  multiple,  and  extend 
from  just  inside  the  anal  margin  to  a  distance  of  one  or 
two  inches  up  the  rectum.  They  form  irregular  pedun- 
culated swellings,  purple  in  colour,  soft  in  consistence, 
and  not  so  prone  to  bleed  profusely  as  the  capillary 

Fig  138. 


The  Inner  Surface  of  a  Eectum  with  some  Large  Internal 
Piles. 

variety.  On  section  nfter  removal,  they  are  seen  to 
be  composed  almost  entirely  of  irregular  varicose 
veins,  surrounded  by  but  little  fibrous  tissue,  and  a 
few  small  arterioles. 

Arterial  piles  are  comparatively  rare.  They  are 
o-enerally  large,  distinctly  pedunculated,  smooth  and 
slippery  on  "the  surface,  and  readily  bleed  per 
salimn  if  scratched.  They  contain  arteries  of  con- 
siderable size,  as  well  as  varicose  veins. 
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The  causes  of  haemorrhoids  are  numerous,  but,  in 
general  terms,  it  may  be  said  that  they  are  induced  by 
anything  which  impedes  the  return  of  blood  from  the 
rectum.  It  should  be  remembered  that  most  of 
the  rectal  veins  open  into  those  of  the  portal  system, 
and  that,  as  the  latter  have  no  valves,  the  blood- 
pressure  at  the  most  dependent  parts  of  the  rectal 
vessels  is  necessarily  considerable.  In  addition,  the 
veins  of  the  rectum  run  in  a  submucous  tissue  which 
is  more  than  usually  lax  and  yielding — a  condition 
which,  although  necessary  on  account  of  the  con- 
stantly varying  distension  of  the  rectum,  nevertheless 
gives  but  little  support  to  the  veins.  Chronic  consti- 
pation, which  is  one  of  the  most  fertile  causes  of  piles, 
induces  them  in  more  ways  than  one.  First,  the 
fsecal  masses  compress  the  veins  directly,  and,  secondl}^, 
the  thickening  of  the  muscular  coat  of  the  rectum, 
which  often  results  from  its  distension,  causes  an 
increased  difficulty  in  the  flow  of  blood  from  the  veins 
of  the  submucous  tissue. 

But  the  pressure  on  the  rectal  veins  is  often  caused 
by  diseased  conditions  of  the  rectum  itself,  and  it 
should  always  be  remembered  that  almost  any  disease 
of  the  rectum  may  be  complicated  by  piles ;  this  is  a 
fact  that  has  more  than  a  pathological  importance,  for, 
if  it  is  not  recognised,  the  more  serious  mischief  may 
be  overlooked,  and' an  operation  be  undertaken  for 
the  cure  of  piles  when  the  latter  are  perhaps  but  a 
complication  of  a  rectal  stricture  or  new  growth.  In 
some  cases  pressure  on  the  rectum  may  be  caused  by 
a  pregnant  uterus  or  a  uterine  fibroid,  and  in  old 
men  by  an  enlarged  prostate.  The  impediment  to 
the  portal  cu'culation  caused  by  a  congested  liver, 
otten  the  result  of  excessive  indulgence  in  food  and 
dnnk,  and  still  more  that  caused  by  cirrhosis  of  the 
fiver,  tends  to  cause  piles,  whilst,  in  addition,  the 
conditions  which  produce  a  more  general  congestion  of 
the  venous  system,  such  as  diseases  of  the  heart  and 
lungs,  also  exercise  some  influence. 
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Lastly ,^  sedentary  occuiDations  and  a  feeble  state  of 
health,  with  loss  or  imiaairment  of  healthy  muscular 
tone,  such  as  is  sometimes  induced  by  residence  in  hot 
climates,  must  be  mentioned  as  causes  of  hemorrhoids, 
and  it  is  probable  that  heredity  is  not  without  some 
influence,  for  in  not  a  few  cases  hasmorrhoids  occur 
in  several  members  of  the  same  family. 

ZSCHZO-RECTAI.    AND  ANAI.  ABSCFSS  ATfI> 
FZSTUXiA   IW  AN-O. 

The  abscesses  which  are  common  in  the  neighbour- 
hood of  the  rectum  and  anus  fall  naturally  into  two 
divisions — those  which  are  superficial  and  those  which 
are  deep.  To  the  former  the  name  of  anal  abscess  is 
often  applied,  for  they  develop  in  the  folds  of  skin 
which  surround  the  anus.  They  never  attain  any 
great  size,  and  readily  burst  externally ;  if  they  burst 
internally'as  well,  the  most  common  place  for  the  for- 
mation of  the  internal  ojsening  is  the  line  of  separa- 
tion between  the  external  and  internal  sphincters, 
i.e.,  just  within  the  anus  itself. 

The  deep  or  ischio-rectal  abscesses  are  formed  in 
the  fossa  of  that  name.  They  are  situated  beneath 
the  deep  fascia,  and  show  but  little  tendency  to  come 
to  the  cutaneous  surface,  meeting  with  less  resistance 
in  their  extension  toward  the  bowel,  into  which  they 
often  burst  above  the  upper  margin  of  the  internal 
s^ahincter,  i.e.,  about  an  inch  and  a  quarter  to  an 
inch  and  a  half  up  the  rectum.  Their  formation  is 
accompanied  by  much  brawny  swelling,  with  indura- 
tion and  pain. 

Both  anal  and  ischio-rectal  abscesses  may  result 
from  injury  or  exposure  to  wet  and  cold.  Usually 
the  injury  is  applied  from  without,  but  the  presence 
of  hard  and  sharp  foreign  substances  in  the  rectum 
provides  another  source  of  traumatism,  for  by  their 
passage  through  the  mucous  membrane  they  may 
allow  of  the  escape  of  minute  quantities  of  ftecal 
matter  into  the  ccllul.ar  tissue,  and  thus  promote  sup- 
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puration.  The  anal  abscesses  appear  to  owe  their 
commencement  in  many  cases  to  the  irritation  caused 
by  want  of  cleanliness  in  this  region. 

A  fistula  in  ano  is  the  result  of  an  unhealed  abscess, 
and  just  as  there  are  two  kinds  of  abscesses,  so  are 
there  two  kinds  of  fistulfe.  It  mvist  not  be  supposed 
that  all  abscesses  in  the  neighbourhood  of  the  rectum 
refuse  to  heal,  for  such  is  not  the  case,  but,  as  a  very 
large  number  of  them  lead  to  the  formation  of  fistulse, 
it  is  evident  that  some  common  cause  or  causes  must 
be  present  in  all  cases.  One  of  the  most  constant  of 
these  is  the  perpetual  movement  of  the  parts,  for  not 

Fig.  139.  .  "-'r-V:-- 


The  Tuner  Surface  of  a  Eectum  with  Two  Small  Tiiber- 
cnlar  Ulcers,  into  one  of  whicli  a  portion  of  glass  rod  has 
been  j)assed. 

only  are  the  walls  of  the  abscess  drawn  up  during 
defsecation  or  the  passage  of  flatus,  but  the  perineum 
is  kept  in  motion  by  any  violent  respiratory  act,  and 
especially  by  coughing.  Another  fertile  source  of 
fistula  is  the  passage  of  fajcal  matter,  and  the  irritation 
which  is  thereby  set  up  whenever  the  abscess-cavity 
communicates  with  the  bowel.  The  association  of 
fistula  with  phthisis  finds  an  explanation  in  the 
presence  of  tubercular  ulceration  of  the  rectum  in 
this  disease.    The  ulcer,  which  is  generally  ragged, 
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with  undermined  edges,  permits  the  escape  of  fecal 
matter,  as  ah^eady  mentioned,  and  causes  suppuration 
around  the  gut.  Lastly,  as  in  the  case  of  piles,  it 
must  constantly  be  kept  in  mmd  that  a  fistula  may  be 
but  a  comphcation  of  some  other  rectal  disease,  such 
as  simple  or  cancerous  stricture,  syphilitic  ulceration 
fissure,  &c.  ' 

Three  chief  varieties  of  fistula  are  described— the 
complete,  the  Wind  external,  and  the  bhnd  internal. 
A  complete  fistula  is  one  which  opens  both  externally 
through  the  skin  and  internally  into  the  bowelj  strictly 
speaking,  this  is  the  only  form  of  true  fistula,  the 
others  being  sinuses.  A  blind  external  fistula  is 
one  which  opens  externally  alone,  but  is  "blind" 
towards  the  rectum,  and,  conversely,  a  blind  in- 
ternal fistula  has  an  opening  into  the  rectum  alone, 
and  none  through  the  skin.  The  external  opening  is 
usually  close  to  the  anus,  but  in  some  cases  is  situated 
at  a  distance  of  several  inches,  or,  in  rare  instances, 
as  far  away  as  the  great  trochanter.  In  healthy  sub- 
jects this  opening  is  small,  and  from  it  protrudes 
a  small  mass  of  healthy  florid  granulations.  In 
phthisical  patients  the  aperture  is  often  large  and 
ragged,  the  sldn  undermined  and  purple,  and  the  base 
devoid  of  healthy  granulations,  and  secreting  a  little 
watery  pus. 

The  position  of  the  internal  opening  depends 
chiefly  on  the  kind  of  abscess  which  has  preceded  the 
fistula.  If  an  anal  one,  then  the  aperture  is  just  inside 
the  anus,  between  the  external  and  internal  sphincters ; 
whilst  if  an  ischio-rectal  one,  the  opening  is  placed 
above  the  internal  sphincter,  and  is  sometimes  as  much 
as  three  or  even  four  inches  from  the  anus.  The 
character  of  this  oi'ifice  differs,  as  does  that  of  the 
external  one,  according  to  the  constitutional  condition 
of  the  patient.  The  fistulous  track  itself  is  lined  at 
first  by  the  granulation  tissue  of  the  shrunken  abscess- 
cavity,  but  in  ca»ses  of  long  standing  the  wall  becomes 
thickened  by  fibrous  tissue,  and  the  canal  is  lined  l)y 
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a  dense  cicatricial  membrane,  showing  no  tendency 
whatever  to  heal. 

A  fistula  chiefly  causes  trouble  by  the  discharge  of 
matter  and  the  incontinence  of  flatus  and  fseces,  but, 
if  it  be  neglected,  further  mischief  will  ensue.  On 
account  of  the  occasional  blocking  of  the  track,  pus  is 
liable  to  be  retained  at  times,  fresh  abscesses  form, 
and  either  burst  again  through  the  old  opening  or  else 
point  in  fresh  places.  In  this  way  other  fistulous 
tracts  are  prodviced,  which  in  many  cases  form  branch- 
ing channels  leading  from  the  original  sinift.   As  this 


Tig.  140. 


A  Rectum  with  Numerous  Fistiilm  and  much  Fibrous 
Tliickemug. 

trouble  is  continuous  so  long  as  it  is  allowed  to  remain 
untreated,  additional  openings  form  in  the  bowel,  the 
mucous  membrane  is  destroyed  by  ulceration,  and  the 
submucous  and  muscular  coats  are  infiltrated  by  fibrous 
tissue  and  other  inflammatory  products.  In  this 
mannei- the  lower  part  of  the  bowel  is  converted  into 
a  tough  fibious  tube,  incapable  alike  of  properly 
retaunng  faeces  and  of  transmitting  them,  for  the 
spiuncters  cease  to  act,  not  only  because  they  are 
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partly  destroyed,  but  also  because  the  mucous  surface 
no  longer  maintains  its  normal  sensibility,  and  thus 
the  presence  of  ftBcal  matter  is  not  recognised  by  the 
patient,  and  does  not  excite  the  natural  reflex  con- 
traction of  the  muscles.  On  account  of  the  contraction 
of  the  newly  formed  fibrous  tissue,  much  narrowing 
may  ensue,  and  thus  lead  to  the  development  of  a 
stricture.  Some  few  cases  terminate  fatally  fi-om  ex- 
haustion, caused  by  profuse  suppuration  ;  others,  from 
acute  peritonitis  consequent  on  the  perforation  of  an 
ulcer  through  some  part  of  the  rectum  covered  by 
peritoneum. 

ASTAi.  fissure:. 

In  fissure  of  the  anus  there  is,  as  the  name  implies, 
a  crack  or  fissure  at  the  anal  orifice.  In  very  many 
cases  no  other  cause  is  apparent  beyond  chronic  con- 
stipation, and  it  is  j^i'obable  that  the  disease  generally 
results  from  over-distension  by  hardened  masses  of 
fieces.  In  some  instances  the  fissure  is  slight  and 
readily  heals  even  without  treatment,  but  usually 
it  extends,  and  shows  little  tendency  to  spontaneous 
cure.  The  common  situation  of  a  fissure  is  the  pos- 
terior margin  of  the  anus  ;  it  usually  reaches  about 
half  an  inch  or  more  up  the  bowel,  and  an  examina- 
tion may  show  that  it  is  complicated  by  the  presence 
of  either  jailes  or  a  polypus.  It  is  of  some  importance 
to  recognise  such  a  complication,  for,  if  the  growth  be 
not  removed,  the  treatment  of  the  fissure  is  liable  to 
prove  abortive.  Fissures  cause  much  pain,  which  is 
especially  severe  after  deftecation,  and  it  is  supposed 
that  both  this  symptom  and  their  slowness  to  heal 
are  alike  accounted  for  by  the  exposure  of  nervous 
twigs  in  the  floor  of  the  fissui-e. 

TTIiCERS    OF    THE  RECTITIVX. 

Simple  ulceration  of  the  rectum  is  usudly  of  trau- 
matic origin,  and  is  the  result  of  the  presence  of 
liardened  masses  of  fajces  or  of  foreign  bodies  in  the 
rectum.     The  ulcer  is  usually  single,  and  may  be 
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Fig.  141. 


situated  at  any  part  of  the  circumference  of  the 
boweh  It  is  seldom  larger  than  a  shilling,  and  is  of 
no  regular  shape  ;  its  base  and  edges  are  neither  indu- 
rated nor  unduly  prominent.  As  already  mentioned, 
ulceration  of  the  rectum  may  lead  to  the  formation 
of  a  fistula,  and  the  fistula,  in  its  turn,  may  be  followed 
by  an  ulceration  which  extends  up  the  rectum,  and 
sometimes  involves  the  mucous  membrane  in  the 
greater  .part  of  its  length. 

Syphilitic  ulceration  is  more  common  in  women 
than  in  men,  and  is  usually  a 
tertiary  affection.  It  may,  how- 
ever, be  said  at  once  that  cases 
are  attributed  to  syphilis  in 
which  there  is  no  evidence  of 
this  disease,  and  it  is  probable 
that  many  instances  of  so-called 
syphilitic  disease  are  really  ex- 
amples of  simple  ulceration 
extending  up  the  gut,  as  already 
described  in  the  chapter  on 
Fistula. 

In  typical  syphilitic  disease 
the  mucous  membrane  of  the 
rectum  is  thickly  studded  with 
small  oval  or  rounded  ulcers, 
the  size  of  a  pea  or  a  lentil. 
These  have  at  first  but  little 
induration  of  their  bases,  and 
the  edges  are  shai-ply  cut,  and  P'^i't  destroyed  tlie  mucous 
not  overhanging  like  those  of  a  ™e°»braue. 
tubercular  ulcer.  By  their  increase  in  size,  these  ulcers 
coalesce,  and  thus  the  mucous  membrane  is  destroyed 
over  an  area  of  irregular  shape.  The  infiltration  of 
the  rest  of  the  rectal  wall  by  the  products  of  inflam- 
mation results  after  a  time  in  the  production  of 
fibrous  tissue,  and  is  followed  by  induration  and 
contraction  of  the  calibre  of  the  gut.  The  ulceration 
tends  to  spread  up  the  bowel,  and  in  this  way  there 


The  Inner  Surface  of  a 
Rectum  with  Syphilitic 
Ulceratiou,  which  has  iu 
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is  first  a  destruction  of  the  mucous  lining  and  then 
a  formation  of  fibrous  tissue,  which  may  in  time 
implicate  the  rectum  in  its  whole  length.  The  dis- 
charge from  the  ulcerated  surface  is  often  very 
profuse,  and  in  some  cases  the  ulcers  penetrate  deeply 
into  the  surrounding  parts.  In  consequence  of  this 
panetration,  fistula  are  liable  to  form,  and  in  some 
c.ises  extend  into  neighbouring  organs,  such  as  the 
vagina  or  the  bladder.  If  an  ulcer  penetrates  the 
rectal  wall  where  the  latter  is  covered  by  peritoneum, 
acute  suppurative  peritonitis  quickly  ends  the  patient's 
life.  In  other  cases  death  results  from  exhaustion. 
In  connection  with  this  subject,  it  may  be  mentioned 
that  in  secondary  syphilis  the  anus  is  ver}^  frequently 
the  seat  of  condylomata  or  mucous  tubercles,  such  as 
have  been  more  fully  described  in  the  chapter  on 
Syphilis. 

Tubercular  ulceration  of  the  intestine,  and  the 
part  it  plays  in  the  production  of  fistulffi,  have  already 
been  described,  and  it  now  only  remains  to  mention 
briefly  the  other  and  rarer  causes  of  ulceration.  These 
are  chiefly  dysentery  and  catarrh,  for  the  ulcera- 
tion which  is  the  almost  constant  accompaniment  of 
new  growths  is  better  dealt  with  in  connection  with 
tumours  of  the  rectum.  Dysenteric  ulceration  is  often 
very  chronic,  and  may  persist  for  years.  The  scars 
left  by  it  are  frequently  pigmented.  In  rare  cases 
it  causes  j^eneti'ation  of  the  rectal  walls,  with  the 
formation  of  fistulte.  It  is  jaeculiarly  liable  to  he 
followed  by  abscess  of  the  liver. 

STRXCTTTRi:  OF  THE  RECTTTM 

Rectal  stricture  results  either  from  inflammation 
and  ulceration  or  from  tlie  ijrcsonce  of  new  growths. 
Any  of  the  varieties  of  ulceration  described  above  may 
result  in  the  formation  of  a  simple  stricture,  which,  in 
addition,  may  ensue  upon  pelvic  cellulitis  or  other 
forms  of  iuilammation  connected  Avith  the  female 
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o-enital  oi-gans.  In  some  cases  stricture  close  to  the 
anal  orifice  is  dependent  upon  imperfect  development 
of  the  communication  between  the  bowel  and  the  skin 
surface.  Occasionally,  stricture  results  from  the  too 
free  removal  of  skin  in  operations  upon  hemorrhoids. 

Stricture  occurs  in  all  parts  of  the  rectum,  and 
may  be  either  annular  or  tubular.  In  the  former, 
there  is  a  narrow  ring-like  contraction  of  the  gut ;  in 
the  latter,  the  rectal  walls  are  infiltrated  in  a  con- 
sidei'able  part  of  their  length.  In  many  cases  in  which 
there  has  been  extensive  ulceration,  and  the  stricture 
is  of  long  standing,  the  lowest  portion  of  the  gut  is 
found,  when  examined  by  the  finger,  to  be  extremely 
rough  and  irregular,  the  walls  being  exceedingly  hard 
and  resistant,  and  the  bowel  fixed  to  the  surrounding 
parts.  The  rectvim  above  the  stricture  becomes  greatly 
hypertrophied  and  dilated  on  account  of  the  obstruc- 
tion to  the  pas.sage  of  fseces,  and,  on  account  of  the 
retention  of  the  latter,  is  liable  to  become  inflamed 
and  ulcerated.  The  ulceration,  in  its  turn,  is  followed 
by  contraction  of  the  scar  tissue,  and  thus  the  stric- 
ture extends. 

The  ulcerated  and  dilated  condition  of  the  gut  above 
the  obstruction  affords  a  ready  explanation  of  some  of 
the  most  typical  symptoms  of  stricture.  It  is  common 
in  these  cases  to  have  a  history  of  alternating  attacks 
of  constipation  and  diarrhoja.  The  constipation  is  the 
result  of  the  accumulation  of  faeces  above  the  stricture, 
and  it  is  the  presence  of  the  faecal  masses  which 
causes  irritation  and  catarrh  of  the  bowel,  resulting  in 
discharge  of  the  accumulated  fa3ces  mixed  with,  and 
liquefied  by,  the  secretion  of  the  intestine.  The 
ulcerated  surface  also  supplies  a  discharge  of  pus  and 
mucus,  which  collects  above  the  sphincters,  and  causes 
frequent  desire  to  defecate,  the  patient  passing  a 
mixture  of  pus  and  blood.  "When  the  stricture  is  near 
the  anus,  the  motions  are  moulded  by  it  rather  than 
by  the  anal  orifice,  and  become  narrow  and  pipe-like  ; 
but  if  the  obstruction  be  in  the  upper  part  of  the 
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I'ectum,  the  fasces  collect  again  below  the  stricture,  are 
moulded  by  the  muscular  rectal  walls,  and  finally  shaped 
by  the  anus,  so  that  any  narrowing  which  has  been 
produced  in  the  passage  through  the  stricture  is  lost 
in  the  rectum  below  it. 

Stricture  of  the  rectum  may  end  fatally  in  more 
ways  than  one.  In  some  cases  the  discharge  from 
the  ulcerated  surface  causes  death  by  exhaustion  or 
amyloid  disease ;  in  others,  additional  trouble  results 
from  the  implication  of  the  bladder  and  the  formation 
of  a  fistulous  communication  :  sometimes  peritonitis  is 
caused  by  the  penetration  of  an  ulcer  high  up  the 
bowel ;  and,  lastly,  the  opposition  to  the  passage  of 
fasces  may  culminate  in  complete  intestinal  obstruc- 
tion. 

TUMOURS  OF  THE  RECTUM  A.NH  A.NXJS, 

Tumours  of  the  rectum,  like  those  of  other  ^^arts, 
are  either  innocent  or  malignant ;  the  former  will  be 
first  described. 

Papillomata  are  sometimes,  though  not  frequently, 
Fio.  142. 


rnpilloma  of  tlio  Koctuni. 


met  with  around  the  anal  orifice.  They  present  the 
same  appearances  as  similar  growths  elsewhere,  being 
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roiigliened  on  the  surface,  not  indurated  nor  infiltrat- 
ing the  surrounding  tissues,  and  often  discharging  a 
watery,  blood-stained  fluid.  They  are  usually  small, 
but  occasionally  attain  considerable  proportions.  They 
occur  chiefly  in  adults. 

Papillomata,  or  villous  tumours,  are  also  found  in  the 
rectum,although  they  are  not  common  in  this  situation. 
They  vary  in  size,  and  I 
have  seen  one  as  large  as  a 
clenched  fist,  though  they 
are  more  commonly  not  much 
larger  than  a  walnut.  They 
are  bright  red  in  colour,  and 
theii-  surface  is  covered  with 
large  rounded  papillae  ;  their 
base  of  attachment  is  broad. 
Although  very  vascular,they 
do  not  cause  much  haemor- 
rhage from  the  bowel,  but 
are  chai'acterized  clinically 
by  the  constant  escape  of  a 
profuse  watery  discharge, 
which  the  patient  is  often 
unable  to  retain.  I  have 
seen  one  case  in  which  the 
base  of  the  papilloma  was 
continuous  with  a  cancerous 
growth  of  recent  origin  in 
the  rectal  wall  (see  Fig.  142). 

Polypi  are  found  at  all 
ages,  but  are  relatively  com- 
mon in  children.  They  are 
either  («)  glandular  or  (6)  fibrous.  The  glandular 
or  adenomatous  polypi  are  usually  about  the  size  of  a 
small  hazel-nut,  are  attached  by  a  stalk  or  pedicle 
which  is  often  an  inch  or  two  in  length,  have  a  papil- 
lated  surface,  and  are  prone  to  bleed.  In  rare  in- 
stances they  are  multiple,  and  may  be  numbered  by 
hundreds,  extending  up  the  rectum  as  far  as  the  fino-er 


A  Kectiiia  with  Multiple 
Glandular  Polypi. 
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can  reach,  and  bleeding  profusely.  On  microscopical 
examination,  these  glandular  growths  are  found  to 
consist  of  _  numerous  Lieberkuhn's  follicles  closely  set 
in  a  matrix  of  loose  fibrous  tissue. 

Fig.  144. 


Portion  of  a  Eectum  with  a  Pedunculated  Glandular 
Polypus. 

The  fibrous  polypi  are  not  so  common  as  the  adeno- 
matous ones.  Their  surface  is  smoother,  their  pedicles 
shorter,  and  their  tendency  to  bleed  not  so  marked  as 
in  the  case  of  the  glandular  polypi.  Sometimes  they 
attain  a  very  considerable  size,  and  there  is  a  speci- 
men in  the  museum  of  St.  Bartholomew's  Hospital 
which  was  removed  by  my  friend  Mr.  Everley  Taylor 
from  a  girl  of  about  twenty,  and  weighed  no  less 
than  a  pound.  Such  cases  are,  however,  extremely 
rare.  On  microscopical  examination,  these  polypi  are 
seen  to  be  composed  of  loose  connective  tissue ;  some- 
times they  are  very  soft,  and  contain  much  serous 
lluid  in  the  connective-tissue  spaces. 

Dermoid  tumours  of  congenital  origin,  and  poly- 
poid in  shape,  have  been  occasionally  met  with  in  the 
rectum ;  they  are  sometimes  covered  by  long  silky 
hairs. 

Nsevi  are  very  rare,  but  are  liable  to  be  dangerous 
to  the  life  of  the  patient  by  reason  of  the  copious 
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hasmorrhage  whicli  they  occasionally  cause.  Like 
similar  growths  in  other  parts,  they  are  met  with  in 
children. 

Malignant  tumours  of  the  rectum  are  practically 
always  carcinomata,  for  the  sarcomata  are  so  rare  that 
they  do  not  requu-e  separate  mention.  But,  although 
all  the  malignant  growths  are  of  epithehal  origin,  they 
are  not  all  alike  either  in  their  physical  properties  or 
microscopical  structvire,  and  may  conveniently  be 
divided  into  two  classes — (a)  the  adenoid  or  glandular 
cancers  and  (b)  the  scirrhous  cancers. 

The  adenoid  carcinomata  have  been  shown  by 
Mr.  Cripps  to  form  the  greater  number  of  the  malig- 
nant tumours  of  the  rectum.  They  may  grow  in  any 
part  of  its  length,  but  are  of  more  frequent  occurrence 
in  the  lower  than  in  the  upper  part  of  this  portion  of 
the  bowel.    They  grow  from  the  mucous  membrane. 


Fig.  145. 


The  Inner  Surface  of  a  Rentum  with  an  ulcerated  mass  of 
Adenoid  Carcinoma, 

and  show  a  great  tendency  to  extend  into  the  lumen 
of  the  gut.  At  first  they  are  covered  by  the  mucous 
membrane,  and  form  soft,  partially  pedunculated, 
smooth  masses,  movable  on  the  deeper  part  of  the 
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rectal  walls.  As  they  increase  in  size,  their  surface 
becomes  ulcerated  and  dischai-ges  a  mixture  of  blood 
and  mucus,  their  deeper  portions  grow  into,  and 
gradually  imiDlicate,  the  whole  rectal  wall,  and,  chiefly 
as  the  result  of  irritation,  they  become  more  firm  and 
indurated.  Their  growth  is  not  rapid,  and  may 
extend  over  periods  of  even  four  or  five  years  or  more. 
Sometimes  they  implicate  neighbouring  organs,  and 
cause  fistulous  openings  into  the  bladder  or  vagina, 
or  on  to  the  neighbouring  cutaneous  surface.  In 
some  instances  they  neither  infect  the  lymphatic 
glands  nor  cause  secondary  growths,  but  at  other  times 
the  reverse  is  the  case,  and  the  liver  more  than  the 
other  viscera  is  liable  to  metastatic  deposits. 

On  microscopical  examination,  adenoid  cancers  are 
found  to  be  composed  of  a  loose  fibrillar  stroma,  in 
which  are  embedded  numerous  tubular  glands  lined  with 
columnar  ej^ithelium,  as  well  as  masses  of  epithelial 
cells  lying  loose  in  alveoli,  and  not  forming  any  definite 
glandular  structure.  In  these  tumours,  indeed,  there 
may  often  be  seen  all  gi'adations  of  structure  between 
a  definite  adenoma  and  a  typical  carcinoma,  and,  as 
a  result,  there  are  many  irregularly  formed  and  im- 
perfectly developed  glaud-tubules.  It  is  not  always 
easy  to  soy  at  first  sight  whether  a  given  growth 
is  a  simple  adenoma  or  an  adenoid  cancer,  Init  the 
point  may  be  settled  by  noticing  whether  or  not  the 
growth  implicates  the  submucous  and  muscular  coats. 
If  it  does  so,  then  the  tumour  must  be  looked  u]ion  as 
malignant ;  whereas  if  it  is  only  a  surface  growth,  not 
infiltrating  the  rectal  wall,  it  must  be  considered  a 
simple  glandular  polyp. 

Scirrhous  cancers  arc  rare,  and  are  more  common 
in  the  lower  than  in  the  upper  pai-t  of  the  rectum. 
Unlike  the  adenoid  cancers,  they  do  not  tend  to  the 
formation  of  polypoid-likc  masses  protruding  into  tlie 
cavity  of  the  bowel,  but  rather  simply  infiltrate  its 
walls.  Both  the  glandular  cancers  and  tlie  scirrhous 
growths  cause  a  niirrowing  of  the  calibre  of  the  gut, 
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and  produce  the  so-called  malignant  stricture  of  the 
rectum,  but  the  scirrhous  growth  is  much  more  dense 
and  fibrous,  and  by  its  contraction  renders  the  rectal 
walls  infinitely  more  rigid  and  undilatable  than  does 
the  adenoid  carcinoma.  The  mucous  membrane  cover- 
ing the  tumour  ulcerates  early,  and  exposes  a  readily 
bleeding  surface,  which  discharges  a  foul-smelling  and 
watery  secretion.    The  growth  may  extend  into  the 

Fig.  is6. 


iu?tho°?n°iT  "^'^'^  Carcinoma  of  the  Eectum  sbow- 
(ZciBS  '  ^""^  epithelium. 

neighbouring  viscera  and  tissues,  and  sometimes  attains 
so  great  a  size  as  to  fill  the  lower  aperture  of  the 
pelvis  and  compress  all  the  pelvic  viscera.  The  bowel 
above  the  growth  becomes  dilated  and  ulcerated,  as  in 
the  case  of  other  strictures,  and  in  some  instances  the 
disease  is  co.npUcated  by  the  formation  of  fistula  or  of 
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piles.  Glandular  enlargement  and  metastatic  growths 
are  of  common  occurrence,  and  death  ensues  either  from 
visceral  disease,  or  else,  more  commonly,  from  exhaus- 
tion induced  hy  pain  and  profuse  discharge,  or  from 
intestinal  obstruction.  On  microscopical  examination, 
these  tumours  show  the  dense  fibrous  stroma  arranged 
so  as  to  form  alveoli  of  irregular  shape  and  .size,  such 
as  are  common  to  all  scirrhous  growths.  The  epithelial 
cells  contained  in  the  alveoli  are  in  some  cases  spheri- 
cal, but  are  more  often  columnar  in  shape. 

PROI.iiPS17S   ATTZ   ET  RECTI. 

The  former  of  these  terms  is  applied  to  an  abnormal 
protrusion  or  eversion  of  the  mucous  membrane  of 
the  rectum  through  the  anal  orifice ;  the  latter,  to  an 
eversion  of  the  whole  thickness  of  the  rectal  wall. 
The  mucous  membrane  of  the  rectum  is  normally  so 
loose  that  it  protrudes  slightly  during  defecation,  and 
anything  which  causes  excessive  straining  will  result 
in  excessive  protrusion  or  prolapse.  The  commonest 
cause  of  prolapse  of  the  anus  or  rectum  is  intestinal 
irritation  caused  by  the  ingestion  of  unsuitable  food, 
and  we  thus  find  the  disease  most  often  in  unhealthy, 
ill-fed,  flabby,  and  rickety  children.  Any  disease  of 
the  rectum  may  be  complicated  by  prolapse,  but  those 
which  most  often  induce  the  trouble  are  rectal  poly- 
pus, piles,  and  thread-worms.  Prolapse  is  also  liable  to 
result  from  any  disease  of  the  urinary  organs  which 
induces  straining,  and  is  common  in  children  suffering 
from  phimosis  or  calculus. 

The  extent  of  the  prolapse  varies  greatly  ;  in  some 
cases  only  a  small  fold  of  mucous  membrane  protrudes, 
whilst  in  others  several  inches  of  the  lower  part  of  the 
rectum  projects  as  a  tube  from  the  anus  ;  the  prolapse 
tends  to  increase  so  long  as  its  cause  remains.  At 
first  the  mucous  membrane  is  everted  only  durnig 
straining,  but  as  time  goes  on  the  sphincters  become 
lax  and"  atonic,  the  attachment  of  the  mucous  mem- 
brane to  the  submucous  tissue  less  and  less  firm,  and. 
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finally,  the  bowel  is  more  often  prolapsed  than  not. 
The  result  of  the  constant  exposure  is  an  inflammation 
of  the  mucous  lining,  accompanied  by  a  catarrhal 
discharge,  and  in  cases  of  long  standing  this  may  be 
succeeded  by  ulceration  or  even  sloughing  of  the 
prolapsed  parts,  the  latter  being  usually  the  result 
of  a  strangulation  of  the  protrusion  by  the  anal 
orifice. 

PRURITUS  ATTI. 

This  is  a  term  applied  to  a  sensation  of  itching  and 
irritation  of  the  anus  and  surrounding  skin.  It  some- 
times complicates  piles,  or  may  result  from  the 
presence  of  rectal  worms,  but  is  most  often  caused  by 
overfeeding  and  its  accompanying  constipation  and 
congested  hver;  it  is  also  common  in  gouty  subjects. 
As  a  result  of  the  irritation  and  consequent  scratch- 
ing, the  skin  may  become  eczematous. 
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PERITONITIS. 

Inflammation  of  the  peritoneum  may  be  either  acute 
or  chronic,  difFuse  or  localized.  The  acute  inflam- 
mations are  usually  also  diff'use,  but  the  chronic  are 
not  necessarily  locahzed,  although  this  is  frequently 
the  case. 

Acute  difFuse  peritonitis  is  a  septic,  spreading 
inflammation  of  the  peritoneum.  It  may  result  from 
such  causes  as  penetrating  wounds  of  the  abdominal 
waU  ;  extension  of  inflammation  from  neighbouring 
parts — e.g.,  horn  the  cellular  tissue  incases  of  urinary 
extravasation ;  I'upture  of  the  stomach  or  bowel  or 
their  perforation  by  ulcers,  tumours,  or  foreign  bodies, 
and  the  escape  of  the  intestinal  contents — so-called 
"  perforative  peritonitis ; "  ruj^ture  of  abscesses  into  the 
peritoneum,  especially  of  perityphlitic  abscesses ;  gan- 
grene of  the  gut  following  strangulation,  or  any  of  the 
varieties  of  intestinal  obstruction  ;  and  septic  condi- 
tions of  the  system,  such  as  septicaemia  and  pyaemia. 

The  commencement  of  peritonitis  is  marked  b)^  a 
great  distension  of  the  vessels,  and  a  consequent  i-ed- 
dening  of  the  inflamed  pnrt.  This  is  usually  xcvy 
noticeable,  and  at  once  attracts  attention  when  the 
nbdomen  is  opened  at  a  piost-mortem  inspection.  As' 
the  inflammation  progresses  the  redness  becomes  less 
noticeable,  the  surface  appears  dull,  and  on  closer 
examination  tliis  alteration  in  colour  is  found  to  be 
the  result  of  exudation,  Avhich  covers  the  inflamed 
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parts  with  a  thin  layer  of  fibrin,  and  causes  the  surface 
of  the  intestine  to  assume  a  finely  granular  or  ground- 
glass  appearance.  Very  soon,  as  the  exudation  in- 
creases, the  serous  surface  becomes  flocculent,  and 
shreds  of  fibrin  in  the  form  of  a  fine  network  may  be 
seen  crossing  each  other  in  an  irregular  fashion.  The 
fibrin  also  causes  adhesion  of  the  folds  of  intestine,  so 
that  the  latter  are  found  to  be  stuck  together  and 
partially  fixed  to  the  parietal  peritoneum.  The  intes- 
tines themselves  are  greatly  distended,  and  contain 
large  quantities  of  gas — a  condition  which  results  from 
paralysis  of  their  muscular  coats. 

In  the  later  stages  of  septic  peritonitis,  the  serous 
cavity  is  more  or  less  filled  by  fluid,  which  at  first  is 
serous  and  blood-stained,  but  soon  assumes  a  flocculent 
appearance,  with  shreds  of  fibrin  floating  in  it,  and 
finally  becomes  purulent.  The  fluid  collects  in  the 
most  dependent  parts,  and  especially  in  the  pelvis, 
but  it  is  also  prone  to  become  locahzed  by  adhesions 
formed  between  the  intestinal  folds,  and  may  thus 
form  collections  shut  ofl"  in  parts  from  the  genei^al 
peritoneal  cavity.  The  intestinal  walls  are  also  swollen 
by  exuded  fluid,  and  softened  so  that  they  ai-e  easily 
lacerated  ;  in  some  cases  the  distended  capillaries 
give  way,  and  cause  small  sub-serous  petechias  or 
ecchymoses. 

Microscopical  examination  shows  that  in  the  early 
stages  of  the  afl'ection  there  is  an  exudation  of  serum 
and  leucocytes,  and  a  separation  of  the  endothelial 
cells  which  line  the  serous  membrane.  As  the  inflam- 
mation progresses  both  red  blood-cells  and  the  fibrin- 
forming  elements  of  the  blood  exude,  and  the  coagulated 
fibrin  is  deposited  on  the  inflamed  surface  or  floats  in 
flakes  in  the  exudation.  More  and  more  leucocytes 
make  their  appearance,  and  soon  the  fluid  is  so  laden 
with  them  as  to  become  sero-purulent  or  purulent. 
Sometimes  free  gas,  the  result  of  decomposition,  is 
found  in  the  abdominal  cavity.  In  acute  diffuse 
peritonitis  the  conditions  described  are  found  in  all 
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l^arts  of  the  serous  membrane,  but  where,  as  is  usually 
the  case,  the  inflammation  has  extended  from  some 
definite  place,  there  all  the  signs  will  be  found  more 
accentuated  and  advanced  than  elsewhere. 

Peritonitis,  in  the  absence  of  treatment,  is  almost 
invariably  fatal.  It  is  accompanied  by  severe  collapse, 
with  persistent  sickness  and  constipation,  and  the 
general  symptoms  of  septic  poisoning.  In  otherwise 
healthy  adults  there  is  usually  severe  pain,  and,  at 
first,  pyrexia ;  but  in  old  and  feeble  patients  there  is 
often  but  little  pain,  and  the  temperature  is  frequently 
sub-normal. 

Subacute  and  chronic,  localised  peritonitis 

commonly  results  from  an  extension  of  some  inflam- 
matory process  in  or  around  one  of  the  viscera.  Thus, 
it  is  frequently  caused  by  inflammation  of  the  cellular 
tissue  around  the  c£ecum,  of  the  uterus  or  ovaries,  of  the 
bladder  in  cases  of  chronic  cystitis,  &c.  It  is  found  in 
the  neighbourhood  of  chronic  ulcers  of  the  stomach 
and  duodenum,  and  around  the  liver  in  cirrhosis.  In 
another  class  of  cases  it  results  from  the  irritation 
of  new  growths — e.g.,  cancer  of  the  liver,  pancreas, 
stomach,  &c. — or  may  be  set  ujj  by  contusion  of  any 
part  of  the  abdominal  wall. 

The  appearances  met  with  in  this  form  of  peritonitis 
are  very  similar  to  those  seen  in  the  earlier  stages  of 
the  acute  form  of  the  disease  already  described.  The 
redness,  however,  is  less  marked,  and  the  exudation 
of  fluid  is  but  slight.    In  these  cases,  moreover,  there 
is  a  tendency  to  the  development  of  filirous  adhesions, 
and,  in  place  of  the  slight  stickiness  seen  in  the 
acute  inflammation,  there  is  a,  formation  'of  fibrous 
tissue,  which  causes  fixation  of  various  viscera  to  one 
another  or  to  the  abdominal  parietes.    These  fibrous 
bands  are  in  some  cases  gradually  elongated  by  the 
constant  dragging  of  the  attached  tissues,  and  may 
thus  at  some  future  time  be  a  cause  of  entanglement 
and  strangulation  of  intestine  in  the  manner  already 
described  "in  the  chapter  on  Intestinal  Obstr\iction. 
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In  their  mode  of  formation  these  bands  do  not  differ 
from  the  fibrous  tissne  whicli  forms  the  scar  in  the 
case  of  a  wound ;  they  are  developed  from  the  exuded 
leucocytes,  and  the  blood-vessels  which  at  first  per- 
meate them  subsequently  shrivel  and  disappear. 

Chronic  diffuse  peritonitis  may  be  the  sequel 
of  habitual  engorgement  of  the  serous  membrane 
resulting  from  diseased  conditions  of  the  heart,  lungs, 
or  liver;  it  is  also  met  with  in  cases  of  chronic 
interstitial  nephritis.  In  cases  of  disseminated  new 
growth — such,  e.g.,  as  results  sometimes  from  malig- 
nant ovarian  disease — chronic  peritonitis,  with  effusion 
of  plastic  lymph  and  the  formation  of  adhesions,  is  of 
common  occurrence.  The  changes  met  with  in  the 
localised  form  of  the  disease  are  seen  in  the  diffuse 
variety  spread  over  a  larger  area,  but  thickening  of 
the  serous  membrane  is  more  common  in  the  diffuse 
than  in  the  localised  afiection.  Another  and  very  im- 
portant cause  of  chronic  diffuse  peritonitis  is  tubercle. 
In  examples  of  this  form  of  inflammation,  the  serous 
membrane  becomes  thickly  studded  with  grey  tubercles, 
which  in  some  cases  are  present  in  such  numbers  as 
almost  to  completely  cover  the  whole  secreting  surface. 
There  is  much  matting  of  the  intestinal  coils,  and 
exudation  of  a  considerable  amount  of  fluid ;  the 
mesenteric  glands  are  commonly  much  enlai'ged,  and 
often  form  masses  of  large  size,  to  which  the  intestines 
become  adherent.  Tubercular  peritonitis  is  often  part 
of  a  general  tuberculosis. 
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CHAPTEE  LXIV. 

DEFORMITIES,  INJURIES,  AND 
DISEASES  OF  THE  FACE  AND  SKUIiIc. 

HARE-I,IF   AITD   CIiEFT  PAI.ATZ:. 

The  causes  of  the  deformities  known  as  hare-lip  and 
cleft  palate  are  best  explained  by  reference  to  the 
development  of  the  face.  The  nose  and  mouth  at 
first  form  one  large  cavity,  which  is  subsequently 
partitioned  off  by  growths  from  its  roof  and  lateral 
boundaries.  From  the  roof  tlie  "  naso-frontal  process  " 
descends,  and  from  the  tissues  forming  it  there  are 
developed  in  the  middle  line  the  nose  with  its  septum, 
the  central  portion  of  the  lip,  and  the  pre-maxillary 
bone,  or  that  portion  of  the  ujjper  jaw  which  carries 
the  incisor  teeth.  The  naso-buccal  cavity  is  thus 
separated  into  two  lateral  portions,  which  are  sub- 
sequently represented  on  each  side  by  the  nostril  and 
the  antrum. 

From  the  sides  of  the  common  cavity  two  other 
processes  simultaneously^  develop,  and  grow  inwards 
towards  the  middle  line.  These  are  iiamed  the 
"  maxillary  processes,"  or  the  "  superior  maxillary 
plates,"  and  from  them  the  cheeks,  the  sides  of  the 
lips,  and  the  whole  of  the  upper  jaw,  with  the  excep- 
tion of  the  inter-maxilhuy  bone,  are  formed,  the 
cavity  of  the  nose  being  now  shut  off  from  that  of  the 
mouth  by  the  hard  jialatc. 

Both  hare-lip  and  cleft  palntc  I'esult  fi'om  a  failure 
in  the  normal  union  between  the  naso-frontal  and  the 
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maxillary  processes.  If  that  part  of  the  latter  which 
forms  the  lateral  portion  of  the  lip  fails  to  join  on 
one  side  with  the  central  portion  of  the  lip,  a  "  single 
hare-lip  "  results.  If  the  failure  occurs  on  both  sides, 
the  hare-lip  is  said  to  be  double. 

If  the  two  maxillary  plates  do  not  fuse  in  the 
middle  line  of  the  palate  posteriorly,  the  uvula  is 
bifid  or  the  soft  palate  cleft.  If  the  failure  to  join 
is  more  complete,  the  hard  palate  is  fissured,  the 
fissure  being  in  the  middle  line  posteriorly,  but  run- 
ning to  one  side  or  another  of  the  inter-maxillary 
bone  anteriorly,  and  thus  is  seen  in  front  as  a  cleft 
between  the  lateral  incisor  and  the  canine  tooth.  In 
hare-lip  the  deformity  may  consist  of  nothing  more 
than  a  slight  notch  on  tlie  mucous  edge  to  one  side 
of  the  middle  line.  More  commonly,  however,  there 
is  a  greater  failure,  and  the  cleft  passes  through  the 
whole  depth  of  the  lip  and  perhaps  into  the  nostril. 
When  the  deformity  is  double,  the  central  portion  of 
the  lip  may  be  attached  to  the  end  of  the  nose. 

In  the  slighter  varieties  of  cleft  palate,  as  already 
mentioned,  the  soft  palate  alone  may  be  implicated, 
but  in  the  more  common  form,  where  the  cleft  extends 
to  the  bony  structures,  the  imperfection  results  in  a 
communication  between  the  nose  and  mouth,  with 
consequent  difiiculty  in  swallowing  and  sucking,  com- 
bined with  a  nasal  intonation  of  the  voice.  The 
reason  why  the  cleft  in  the  hard  palate  is  in  the 
middle  line  behind,  but  to  one  side  in  front,  is  that 
the  posterior  parts  of  the  palatine  processes  are 
lormed  from  the  maxillary  plates  alone,  whilst  the 
arch  IS  completed  in  front  by  the  inter-maxillary 
bone.  The  fissure  behind  is  thus  a  cleft  between  the 
two  maxillary  plates  ;  in  front,  between  the  maxillary 
plate  and  the  naso-f  rontal  process,  or  that  part  of  the 
latter  called  the  inter-maxillary  bone. 

The  nasal  septum  is  usually  attached  below  to  the 
palatine  process  on  the  side  opposite  to  that  on  which 
the  deformity  occurs.    In  some  instances,  however 


556 


MENINGOCELE. 


the  cleft  is  double  in  front,  the  inter-maxillary  bone 
not  being  united  to  the  maxilL-e  on  either  side,  in 
which  case  the  nasal  septum  also  is  unattached  except 
to  the  inter-maxillary  bone. 

It  only  remains  to  be  added  that  in  severe  examples 
of  cleft  palate  there  is  almost  always  hare-lip,  and  that, 
vice  versd,  bad  cases  of  the  latter  are  usually  compli- 
cated by  cleft  palate.  The  incisor  teeth  in  cases  of 
cleft  palate  are  commonly  undeveloped  or  imperfectly 
foi^med. 

MEN'IM'COCEI.E  A.1tTl  ENCEFHAIiOCEXiZ:. 

Cerebral  meningocele  and  encephalocele  are  pi'o- 
trusions  of  the  cerebral  membranes  or  of  the  brain 
itself  through  abnormal  apertures  in  the  skull.  The 
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Occipital  Mcuiugocclc 

most  common  site  for  such  a  protrusion  is  the  occipital 
I'egion,  just  behind  the  foramen  magnum. 

In  other  cases  tlie  tumour  appears  at  llie  anterior 
fontanelle ;  at  tlie  root  of  the  nose,  between  the  nasal 
and  frontal  bones  ;  at  the  base  of  the  skull,  passing 
into  the  nares  or  pharynx  ;  and,  lastly,  at  the  external 
angles  of  the  orbit. 

The  membranes  that  are  protruded  are  the  dura 
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mater  and  arachnoid,  the  cyst  being  distended  by 
cerebro-spinal  fluid.    When  the  cyst  contains  brain 
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Frontal  Mcuingocele. 

matter,  the  latter  is  generally  thrust  out  by  distension 
of  the  ventiicles  with  fluid.  Meningocele  is  com- 
monly associated  with  hydrocephalus, 

TRAUIVIATXC  nXEDgrXNGOCX:!.!:  OB  TRAUMATIC 
CEPKAI.HVDROCEI.E. 

These  terms  have  been  applied  to  a  fluid  swellino' 
in  the  scalp  which  occasionally  follows  fracture  of  the 
skull  in  infants  or  very  young  children,  and  com- 
municates with  the  interior  of  the  cranial  cavity. 

The  history  of  these  cases  is  that  after  an  injury 
to  the  skull  of  an  infant  a  fluid  swelhng  is  noticed  on 
the  head,  and  is  commonly  taken  to  be  a  heematoma. 
After  a  few  days  or  weeks  the  swelling  is  noticed  to 
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pulsate  and  increases  in  size.  Its  development  is  not 
productive  of  any  symptoms,  and  if  the  child  does  not 
cue  oi  coincident  brain  injury  the  tumour  appears  to 
cause  no  serious  or  fatal  illness.  In  most  cases  the 
swel  ing  gradually  increases  in  size,  and  as  it  does  so 
tne  dehnite  edges  of  an  aperture  in  the  skull  can  be 
plainly  telt.  In  one  case  I  have  seen  there  was  also 
considerable  eversiou  of  the  bone  surrounding  the 
clett.    In  a  few  cases  no  pulsation  has  been  detected. 

Post-mortem  examination  shows  that  there  has 
been  originally  a  fracture  of  the  skull  with  a  lacera- 
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Skull  showing  ,1  large  Aperture  iu  the  right  parietal  bone 
iu  a  case  of  Traumatic  Mcuiugocele. 

tion  of  the  dura  mater,  and  that  the  cerebro-spinal 
fluid  has  thus  been  enaliled  to  escape  into  the  tissues  of 
the  scalp.  It  is  further  clear  that  in  some  cases  there 
hns  been  also  a  laceration  of  the  brain  and  a  com- 
luunication  established  between  the  external  fluid 
swelling  and  the  lateral  ventricle  of  the  affected  side. 

In  all  cases  the  original  fissure  in  tlie  bone  rapidly 
increases  in  size,  and  in  the  case  from  whicli  tlie 
accompanying  drawing  was  made,  the  ajxn-ture 
measured  three  inclies  in  length  and  three-quarters 
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of  an  inch  in  width,  although  the  injury  was  only  ten 
weeks  old. 

The  explanation  offered  for  the  formation  of  these 
swelhngs  in  the  case  of  fractures  of  the  skulls  of 
infants  is  that,  on  account  of  the  close  attachment  ©f 
the  dura  mater,  this  membrane  is  more  likely  to  be 
torn  than  it  is  in  adult  skulls,  whilst,  on  account  of 
the  thinness  and  flexibility  of  the  skull,  the  bone  is 
peculiarly  liable  to  be  driven  inward,  and  to  wound 
not  only  the  dura  mater  but  also  the  brain  beneath  it. 
The  rapid  increase  in  size  of  the  aperture  in  the  bone 
is  more  difficult  to  account  for,  but  it  appears  to  me 
that  it  may  be  due  to  either  an  injury  to  the  ossifying 
centre  of  one  of  the  cranial  bones,  or  may  result  from 
absorption  caused  by  the  pressiu-e  of  the  fluid  which 
occupies  the  cleft. 

DISEASES   OF  THE  SCAI.P. 

Although  the  scalp  is  the  seat  of  various  growths, 
there  are  not  many  of  them  which  are  in  any  way  pecu- 
liar to  this  situation,  yet  some  of  them  require  special 
mention  on  account  of  certain  conditions  associated 
with  their  development  in  this  region. 

Dermoid  cysts  are  of  comparatively  common  occur- 
rence on  the  frontal  bone,  and  close  to  the  margin  of 
the  hairy  scalp.  They  are  always  situated  beneath 
the  deep  fascioe,  and  form  rounded  swellings  about  as 
large  as  a  nut,  and  seldom  larger.  Although  con- 
genital in  their  origin,  they  frequently  do  not  attain  a 
sufficient  size  to  attract  attention  before  the  third  or 
fourth  year.  In  some  cases  the  bone  beneath  these 
cysts  is  deficient,  and  the  edges  of  an  aperture  in  the 
skull  may  be  felt,  the  tumour  thus  lying  directly  on 
the  dura  mater,  and  in  some  cases  being  attached 
to  it. 

Sebaceous  cysts  of  the  scalp  arc  common  in  middle 
life  and  old  age.  They  are  frequently  multiple,  and 
form  rounded  swellings  thinly  covered  with  hair,  and 
of  various  sizes.  On  account  of  the  absence  of  subcu- 
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laneous  tissue  in  the  scalp,  the  base  of  such  a  cyst  is 
closely  attached  to  the  aponeurosis  of  the  occipito- 
frontahs,  and  this  may  easily  be  wounded  and  the 
loose  cellular  tissue  beneath  opened  if  the  cyst  is  dis- 
sected out  instead  of  being  split  open  and  shelled  out 
as  is  generally  done. 

Other  tumours  of  the  scalp  are  na?vus,  cirsoid 
aneurysm,  and  soft  fibroma,  whilst  both  epithelioma 
and  rodent  ulcer  are  also  met  with  in  this  situation. 

Of  the  tumours  of  the  skull  itself,  the  most  im- 
portant are  the  ivory  exostoses,  and  the  pulsating 
sarcomata.  The  former  have  been  already  described 
on  page  311.  The  sarcomata  appear  to  originate  in 
some  cases  from  the  dura  mater,  and  in  others  from 
the  diploe.  In  either  case  the  cranium  is  soon  per- 
forated, and  the  growth  becomes  prominent  beneath 
the  scalp.  On  account  of  its  relations  to  the  dura 
mater  the  pulsation  of  the  brain  is  readily  trans- 
mitted, and  is  a  prominent  feature  in  these  cases. 
Such  growths  are  in  a  considerable  proportion  of 
instances  multiple,  and  an  examination  of  the  bones 
of  a  skull  so  diseased,  shows  that  the  apertures  made 
by  the  tumours  are  singularly  circular  and  cleanly 
cut,  looking  almost  like  trephine-holes. 

ZITTUItZES  OF  THE  HEA3>. 

The  common  injuries  of  the  scalp  do  not  call  for  any 
lengthened  descrijjtion,  although  there  are  a  few  point.s 
which  require  mention.  On  account  of  the  density  of 
the  scalp,  and  the  absence  of  subcutaneous  tissue, 
wounds  of  this  region  do  not  readily  cease  bleeding, 
the  vessels  being  unable  to  retract  or  contract  efficiently 
by  reason  of  the  touglniess  of  the  tissue  wliich  sur- 
rounds them.  If  a  scalp-wound  .suppurates,  the  pus 
is  very  liable  to  become  diffused  in  the  loose  cellular 
tissue  beneath  the  aponeurosis,  although  this  will  not 
occur  if  the  nj^oneurosis  has  not  been  injured. 

Contusions  of  the  scalp  are  very  liable  to  cause  tlie 
formation  of  blood  tumours  or  hannatomas,  for  the 
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cellular  tissue  beneath  the  occipito-frontalis  ofiers  little 
or  no  resistance  to  the  escape  of  blood  from  an  injured 
vessel,  and  thus  the  aponeurosis  may  become  widely 
separated  by  a  collection  of  blood  beneath  it.  Such 
an  effusion  is  called  a  "  sub-aponeurotic  cephalhsema- 
toma."  In  another  class  of  cases  blood  may  be  ex- 
tra vasated  beneath  the  pericranium,  and  form  a  "  sub- 
pericranial  ceplialh?ematoma."  Here  the  blood  tumour 
is  smaller,  and  is  limited  by  the  attachment  of  the 
pericranium  to  the  sutures,  so  that  whereas  in  the 
first-mentioned  variety  the  blood  tumour  is  irregular 
in  size  and  shape,  and  is  unlimited  in  severe  cases 
except  by  the  attachment  of  the  occipito-frontalis,  in 
the  second  variety  the  tumour  does  not  extend  beyond 
the  limits  of  the  bone  which  has  been  contused ;  the 
bone  in  question  is  commonly  the  parietal  bone,  and 
the  subjects  of  the  injury  are  infants  or  young  children. 
In  all  cases  of  sub-pericranial  effusions,  the  blood-clot 
beneath  the  periosteum  feels  to  have  a  very  hard  bone- 
like ridge,  whilst  the  swelling  is  soft  in  the  centre.  For 
this  reason  these  cases  are  sometimes  mistaken  for  in- 
stances of  depressed  fracture,  the  hard  ridge  being  mis- 
taken for  the  edge  of  the  broken  bone.  Hajmatomas  of 
both  varieties  are  usually  entirely  absorbed  without 
difficulty,  and  require  no  surgical  interference. 

Concussion  of  the  brain.— The  post-mortem 
appearances  of  cases  which  during  life  presented  the 
symptoms  commonly  recognised  as  those  of  "  concus- 
sion of  the  brain,"  give  but  little  pathological  support 
to  the  use  of  a  misleading  title.  The  cases  fall  into 
one  of  three  classes  :—ist,  contusion  and  laceration 
of  the  brain,  with  hajmorrhage  into  the  membranes; 
2nd,  difi"use  ecchymosis  of  the  brain;  3rd,  difiuse 
meningeal  hajmorrhage  without  severe  cerebral 
injury.  Secondary  complications  the  result  of  inflam- 
mation are  dealt  with  on  page  565. 

Of  these  three  classes,  the  first  is  undoubtedly  the 
most  common,  and  in  at  least  nine  out  of  every  ten 
cases  of  "concussion  of  the  brain"  contusions  or 
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lacerations  will  be  found  on  post-mortem  examination. 
It  is,  of  course,  perfectly  certain  that  many  cases  of 
feuch  injury  recover,  and  it  is  probable  that  even  severe 
lacerations  are  not  necessai-ily  fatal.  I  have  made 
very  many  post-mortem  examinations  of  these  cases, 
and  have  usually  found  tearing  of  the  under  surface  of 
the  frontal  lobes  where  they  rest  on  the  irregular  orbital 
plates  of  the  frontal  bone,  or  of  the  temporo-spheroidal 
lobe  where  it  lies  on  the  rocky  mass  of  the  petrous 
bone,  and  have  also  found  considerable  bruising  of 
tliese  parts  when  during  life  there  were  but  few 
symptoms,  and  when  death  had  resulted  from  other 
causes.  In  any  of  this  class  there  may  be  considerable 
haemorrhage  beneath  the  pia  mater,  or,  if  the  latter  is 
torn,  as  it  usually  is,  into  the  arachnoid  cavity;  in 
many  patients  this  hemorrhage  is  the  direct  cause  of 
death  by  means  of  pressure  on  the  cerebrum  and  the 
supervention  of  coma. 

Diffuse  ecchymosis  is  much  more  rare  than  is 
localised  laceration.  I  have  seen  one  or  two  examples 
of  it,  the  best  marked  case  being  that  of  a  girl  of 
nineteen,  who  died  after  unconsciousness  of  three 
days'  duration  without  coma  or  pai-alysis.  After  death 
neither  the  meninges  nor  the  cerebi'al  surface  showed 
any  abnormal  appearance,  but  on  section  the  l>i'ain 
was  found  dotted  over  in  all  paits  by  numei'ous 
minute  ecchymoses,  the  largest  of  which  were  but  little 
biggei'  than  a  pea ;  they  evidently  I'esulted  fi'oni  the 
rupture  of  numerous  minute  vessels. 

Tlie  third  class,  where  the  chief  lesion  is  a  ditt'use 
meningeal  haemorrhage,  is  necessaiily  dithcult  to 
separate  from  the  first,  in  which  there  is  both  laceni- 
tion  of  the  bi'ain  and  eflusion  of  lilood.  It  is  indeed 
evident  tliat  if  blood  collects  in  lai'ge  quantities  in  the 
svib-arachnoid  space  or  the  arachnoid  cavity,  there 
must  be  some  rupture  of  a  vessel  in  tlie  pia  mater  on 
the  surface  of  tlie  brain,  and  in  these  casivs  the  brain 
also  is  commonly  found  lacerated  by  the  injury  or  by 
tlie  efl'used  blood.    There  are.  however,  a  few  cases  in 
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■which  the  brain  is  but  little  torn,  and  I  have  made  a 
post-mortem  examination  of  a  case  in  which  the  sub- 
arachnoid space  contained  a  large  quantity  of  blood, 
which  had  been  efi'used  from  a  lacerated  branch  of  the 
middle  cerebral  arteiy,  the  brain  itself  being  prac- 
tically uninjured.  In  cases  such  as  this  it  is  evident 
that  death  may  result  from  compression  of  the  bi-ain, 
but  the  lesion  is  not  necessai-ily  fatal. 

Lastly,  it  must  be  mentioned  that  cases  are  recorded 
in  which  death  has  rapidly  followed  on  head  injury, 
and  no  lesion  has  been  discovered  post-mortem.  It  is 
very  doubtful  indeed  whether  such  cases  of  cerebral 
concussion  occur  at  all,  and  it  is  certain  that  they  are 
extremely  rare.  Many  of  them  probably  are  really 
instances  of  injury  to  the  cervical  spine,  and  of  lacera- 
tion of  the  spinal  cord.  I  have  myself  twice  per- 
formed post-mortem  examinations  on  men  who  have 
died  quickly  after  head  injuries,  and  who  were  partially 
unconscious  after  the  accident  which  proved  fatal.  In 
each  case  the  cause  of  death  was  supposed  to  be  con- 
cussion, and  in  each,  when  I  found  no  lesion  of  the 
brain  or  its  membranes,  I  examined  the  neck,  and 
found  fracture  of  the  cervical  spine  high  up,  and 
laceration  of  the  spinal  cord.  Had  the  latter  not  been 
examined,  death  would  certainly  have  been  attributed 
to  concussion  of  the  brain  without  the  presence  of  any 
discoverable  lesion. 

HTTRA-CRiLirXAI.  H.a:iVXORRHAGZ:. 

In  cases  of  meningeal  haemorrhage  the  blood 
may  collect  in  different  situations,  namely,  (a)  between 
the  dura  mater  and  the  bone  ;  (6)  in  the  sub-dural  space 
or  arachnoid  cavity  ;  (c)  in  the  sub-arachnoid  space. 

In  the  first  variety,  the  haemorrhage  is  commonly 
the  result  of  laceration  of  the  middle  meniingeal  artery. 
This  vessel  is  more  likely  to  give  way  than  are  the 
other  arteries  of  the  meninges,  because  it  grooves  the 
ci-aninm  very  deeply,  and  because  tlie  bone  in  ((uestion 
is  very  thin.    Lacerations  of  these  vessels  are  indeed 
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almost  invariably  the  result  of  fracture  of  the  parietal 
or  squamous  bones,  the  artery  being  torn  at  the  seat  of 
fracture.  On  account  of  the  size  of  the  injured  vessel, 
lilood  is  liable  to  be  expelled  with  considerable  force,' 
and  thus  the  dura  mater  is  gradually  separated  over  a' 
considerable  area.  The  effused  blood,  however,  can 
only  collect  at  the  expense  of  pressure  upon  the'  sub- 
jacent brain,  and  thus  in  typical  cases  there  is  a  his- 
tory of  slowly  developing  drowsiness  and  hemiplegia, 
culminating  after  an  hour  or  two  in  coma  and  in  deathi 
In  many  cases,  however,  the  typical  symptoms  are 
masked  by  the  symptoms  of  shock  and  concussion, 
which  result  from  the  same  injury  which  produced  the 
fracture. 

A  post-moitem  examination  of  a  case  of  sub- 
ilural  hemorrhage  shows  considerable  swelling  of  the 
temporal  fossa,  caused  by  the  escape  of  blood  through 
the  fissure  in  the  bone,  and  a  blood-clot  of  consider- 
able size— often  as  large  as  half  an  orange — between 
the  bone  and  the  dura  mater.  Beneath  this  the  brain 
is  either  flattened,  or,  in  severe  cases,  its  normally 
convex  surface  may  be  actually  concave. 

Haemorrhage  into  the  arachnoid  cavity  has  been 
already  dealt  with  in  connection  with  the  question  of 
concussion  of  the  brain,  but  in  those  cases  where  the 
lesion  is  not  a  fatal  one,  the  extravasated  blood  may 
either  become  absorbed  or  encysted.  The  latter  event 
is  comparatively  common,  the  encapsulation  of  the  fluid 
resulting  from  adhesion  of  the  opposed  serous  sur- 
faces at  the  edges  of  the  extravasation,  and  being 
caused  by  the  ii'ritation  set  up  by  the  blood.  The 
extravasated  blood  is  said  in  some  cases  to  undergo 
further  change,  its  filjrin  being  deposited,  its  red  cor- 
puscles disintegrated,  and  its  colouring  matter  l)eing 
removed  after  the  lapse  of  a  considerable  time. 

But  although  hajmorrhage  into  the  arachnoid  cavity 
is  not  neces-sarily  immediately  fatal,  the  retention  of 
the  blood  in  the  arachnoid  sac  may  be  productive  of 
serious  symptoms  of  cerebral  irritation,  and  in  some 
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recorded  cases  of  insanity.  Thus,  I  have  seen  a  man 
who  was  originally  admitted  into  a  London  hospital 
for  concussion,  and  who  remained  unconscious  for 
several  weeks.  After  three  months  he  was  dischai-ged, 
but  was  never  able  to  resume  his  work.  He  then 
began  to  suffer  from  severe  headaches  and  frequent 
fits,  as  well  as  from  attacks  of  violent  and  causeless 
passion.  A  year  after  the  accident  he  was  admitted 
into  St.  Bartholomew's  Hospital,  in  a  semi-comatose 
state,  supervening  upon  numerous  fits,  and  in  a  dying 
concUtion.  A  post-mortem  examination  showed  a  large 
collection  of  blood-stained  dark  fluid  in  the  sub-dural 
space.  On  the  other  hand,  I  have,  quite  by  chance, 
found  a  blood-cyst  in  the  arachnoid  as  large  as  a  hen's 
egg,  in  a  patient  who  never  complained  of  any  head 
symptoms  at  all,  and  in  whom  I  could  obtain  no  his- 
tory of  severe  injury. 

The  effusion  of  blood  in  the  sub-arachnoid  space  does 
not  require  any  special  description.  If  not  effused  in 
quantities  large  enough  to  prove  fatal,  it  appears  to 
be  satisfactorily  removed. 

XXTTRA-CRATTZAI.  SUPPURATION-. 

Suppuration  within  the  skull  may  result  from  in- 
jury under  various  circumstances. 

First,  it  may  follow  on  the  symptoms  of  concussion, 
and  may  complicate  and  result  from  a  laceration  of  the 
brain.  In  such  cases  the  inflammation  generally  com- 
mences within  two  or  three  days  of  the  injury,  and, 
spreading  over  the  cerebral  cortex  from  the  seat  of 
laceration,  causes  a  diffuse  suppuration  beneath  the 
pia  mater,  the  meningitis  being  caused  by  an  extension 
of  inflammation  from  the  subjacent  grey  matter.  In 
my  experience  this  form  of  intra-cranial  suppui'atiou 
is  very  rare. 

_  Second,  in  cases  of  severe  contusion  the  bone  form- 
ing the  vault  of  the  skull  may  become  acutely  in- 
flamed, just  as  the  tibia  might  from  a  similar  injury. 
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Tlie  acute  osteitis  is  liable  to  terminate  in  necrosis  of 
the  bone  and  in  the  formation  of  pus  around  it,  and 
although  this  necrosis  is  in  some  cases  limited  to  the 
external  table,  in  others  the  inner  table  also  necroses, 
and  then  the  pus  accumulates  between  the  dura  mater 
and  the  bone  as  well  as  beneath  the  scalp.    The  col- 
lection of  pus  beneath  the  scalp  gives  rise  to  a  swelling 
of  an  inflammatory  nature,  to  which  the  name  of 
"  Pott's  puffy  swelling  "  has  for  many  years  been  ap- 
plied, and  which  differs  in  no  way  from  similar  swell- 
ings formed  in  connection  with  diseased  bone  elsewhere. 
If  the  swelling  be  incised,  l:)are  dead  bone  is  found 
beneath  it,  and,  as  in  the  case  of  acute  osteitis  else- 
where, pyjemia  is  a  common  complication.   On  account 
of  the  collection  of  pus  between  the  dura  mater  and 
the  bone  symptoms  of  compression  of  the  brain  may 
ensue,  and  if  no  treatment  be  adopted  death  may 
result  from  this  cause,  or  else  from  an  extension  of 
inflammation  to  the  arachnoid  cavaty  and  the  supej-- 
vention  of  diff"use  meningitis.    Symptoms  of  this  form 
of  intra-cranial  suppuration  do  not  usually  supervene 
till  about  eight  or  ten  days  after  injury. 

Third.  Absce.sses  may  form  in  the  bi-ain  itself,  and 
probably  result  from  laceration  of  the  cerebral  sub- 
stance. Cerebral  abscesses  resulting  from  injury  are 
usually  of  very  slow  formation,  and  may  attiiin  a  con- 
siderable size  in  the  substance  of  the  hemispheres 
without  producing  any  definite  symptoms  until  they 
reach  the  grey  mattei-  of  the  cortex  or  of  the  large 
ganglia  at  the  base.  It  may  thus  be  weeks  or  even 
months  after  an  accident  when  the  first  sj'mptoms  of 
cei-ebi'al  abscess  supervene. 

Fourth.  In  cases  of  fracture  of  tlie  cranial  bones 
meningitis  going  on  to  suppuration  may  result  either 
from  iriitation  of  the  membranes  by  fragments  of  the 
inner  table,  or  from  the  extension  of  septic  inflamma- 
tion from  the  outside  in  ctises  of  compomid  fractures. 
This  form  of  intra-cranial  suppui-ation  may  occur  at 
almost  any  p(n-iod  ;ifter  tlie  infliction  of  the  injury. 
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HERWIA  CEREBRI. 

Hernia  cerebri  is  a  protrusion  of  brain-substance 
through  an  aperture  in  the  cranial  bones  resulting 
from  Injury.  It  usually  comphcates  compound  frac- 
tures of  the  vertex  in  which  the  dura  mater  has  been 
torn,  and  is  the  consequence  of  inflammation  of  the 
exposed  and  oftentimes  injured  cerebrum. 

The  protruded  mass,  or  hernia,  in  these  cases  con- 
sists of  brain  matter  and  of  granulation  tissue,  and 
contains  more  of  the  latter  than  of  the  former.  It 
varies  in  size,  but  is  seldom  lai-ger  than  a  hen's  egg ; 
its  colour  is  bright  red ;  it  is  soft  and  vascular,  and 
pulsates  synchronously  with  the  heart.  The  aperture 
in  the  bones  through  which  it  passes  is  commonly 
much  smaller  than  is  the  most  prominent  part  of  the 
swelling. 

The  course  of  cases  of  hernia  cerebri  differs  greatly. 
When  the  subjacent  brain  is  inflamed  death  commonly 
ensues,  but  in  many  cases  where  the  exposed  brain  is 
kept  clean  and  aseptic  the  meninges  around  the  hernia 
become  adherent,  the  latter  soon  ceases  to  increase, 
cicatrization  of  the  skin  wound  ensues,  and  as  the 
scar  tissue  forms  and  contracts,  the  hernia  itself 
gradually  shrinks,  and  is  finally  covered  in  by  fibrous 
tissue.  I  have  several  times  seen  cases  run  this 
favourable  course. 
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CHAPTEK  LXV. 

SPINA  BIFIDA  AMD  CONGENITAL 
SACRAIi  TUIVIOURS. 


Fig, 


150. 


A  SPINA  BIFIDA  is  a  Congenital  deformity  of  the  spinal 
canal,  with  protrusion  of  a  portion  of  its  contents  in 
the  form  of  a  cystic  tumour.* 

The  bony  deformity  which  is  present  in  these 
cases  consists  of  a  deficiency  in  the 
lamina?  and  spines  of  one  or  more 
vertebra?,  the  spinal  canal  being 
thus  left  unclosed  posteriorly.  The 
laminas  may  be  merely  stunted,  but 
in  bad  cases  are  completely  evei'ted 
so  as  to  stand  out  at  right  angles 
from  the  axis  of  the  spinal  column. 
As  rare  variations  may  be  mentioned 
— (a)  bony  outgrowths  from  the 
posterior  surface  of  the  bodies  of 
the  vertebra^  into  the  spinal  canal, 
which  may  protrude  through  the 
centre  of  the  cord  itself  ;  (h)  cleav- 
Portiou  of  n  Spino  "^S^      ^''^  body  of  a  vertebra,  and 
from  a  CISC  of  Cervical  protrusion  of  the  membranes  an- 
Spina  Bifidn.  sliowiug  teriorly. 

tho  absence  (,f  the  la-      rpj^^  position  of  a  spina 

bifiila  is   tlie  lumbo-sacral  region, 


iniujG  au( 
cussos. 


■(piiioiis  pro- 


*  For  a  full  nccoiiiit  of  the  luorbid  appeaninces  found  in  difTerent 
cases  of  spina,  bifida,  see  a  rei)orl  of  a  coniniitl<'e  of  the  Clinii'al 
iSocict,}'  ill  vol.  xviii.  of  their  "Koporls,"  from  which  this  cliapter 
lias  bo(!ii  ill  great  part  compiled. 
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but  it  may  occur  in  any  part  of  the  spine.  In  most 
cases  some  five  or  six  of  the  vertebrae  are  deformefl, 
but  in  exceptional  instances  the  whole  of  the  laminae 
ai'e  deficient  from  the  atlas  downwards.  Between 
these  conditions  all  grades  may  be  seen. 

The  structure  of  the  sac  and  the  composition  of 
its  contents  differ  in  different  specimens,  and  allow 
of  a  subdivision  into  three  classes — first,  meningocele  ; 
.•second,  meniugo-myelocele  ;  third,  syringo-myelocele. 


Fig.  151. 


Spina  Bifida. — A  MeniDgo-myelocele.  Oue  bristle  Las 
Ijeou  passed  from  the  sub-arachnoid  space  into  the  sac,  and 
another  lias  been  placed  beneath  the  spinal  cord  just  before 
the  latter  becomes  spread  out  on  the  upper  part  of  the  sac- 
wall. 

In  Meningocele  the  sac  is  composed  of  dura  mater 
and  arachnoid,  but  contains  neither  the  spinal  cord 
nor  any  nerves,  and  is  distended  by  the  sub-arachnoid 
or  cerebro-spinal  fluid.  It  is  doubtful  whether  one 
layer  of  the  arachnoid  alone  is  ever  jarotruded,  though 
this  condition  has  been  described.  In  such  cases  the 
sac  would  contain  the  arachnoid  fluid. 

In  Meningo-myelocele,  which  is  the  mo.st  com- 
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mon  form  of  spina  bifida,  the  sac  is  formed  bv  tlie 
dura  mater  and  arachnoid,  and  contains  cerebro-spiual 
fluid,  with  the  spinal  cord  and  its  nerves.  In  luml^o- 
sacral  spina  bifida  the  spinal  cord  usually  passes 
directly  backwards,  and  the  filum  terminale  is  found 
adherent  to  the  lower  and  posterior  portion  of  the  sac. 
In  some  specimens  the  cord  becomes  adherent  to 
the  upper  part  of  the  sac  as  soon  as  it  enters  it,  and 
is  spread  out  over,  and  incorporated  ^\ath,  the  sac-wall 
itself.  In  cases  of  spina  bifida  in  the  dorsal  or  cervical 
regions  the  spinal  cord  passes  through  the  sac,  re- 
enters the  spinal  canal,  and  is  found  in  its  natural 
position  in  the  lumbar  region.  In  its  passage  through 
the  sac  it  may  be  free,  but  is  in  some  instances 
adherent  to  the  posterior  surface  of  the  sac-wall, 
as  in  the  lumbo-sacral  class.  In  all  cases  of  spina 
bifida  the  central  canal  of  the  cord  is  liable  to  be 
distended. 

The  nerves  which  arise  from  that  part  of  the  spinal 
cord  which  is  included  in  the  spina  bifida  are  neces- 
sarilj^  themselves  within  the  cavity  of  the  sac,  the 
anterior  and  postei'ior  i-oots  being  often  eiisily  dif- 
ferentiated and  found  separated  from  one  another 
by  a  continuation  of  the  ligamentum  denticulatum. 
That  part  of  the  cord  which  is  fused  with  the  posterior 
portion  of  the  sac- wall  also  gives  off  nerve-roots,  and 
thus  the  latter  apjiear  to  originate  from  the  sac-wall 
itself,  though  they  are  often  erroneously  described  as 
being  distrihuted  to  it.    (See  Fig.  151.) 

The  form  and  size  of  the  sac  vary  greatly.  At 
birth  it  is  usually  small,  not  larger  than  a  Tangerine 
orange,  whilst  in  some  cases  the  position  of  the  spina 
bifida  is  marked  by  a  depre.ssion  instead  of  a  swelling. 
Daring  the  first  few  days  of  life  the  sac  increases 
with  some  rapidity,  and  has  Ijeen  seen  to  measure 
in  adults  as  much  as  27  inches  round  its  base.  Its 
shape  is  circidar,  and,  although  generally  sessile,  there 
is  a  marked  constriction  where  it  is  connected  with  the 
trunk  ;  in  long-standing  cases  a  pedicle  is  gradually 


SYEINGO-MYELOCELE. 


5/1 


formed.  The  most  posterior  portion  of  the  sac,  or 
the  summit,  frequently  presents  a  medium  groove, 
furrow,  or  depression,  to  which  the  name  of  "  the 
umbihcus  "  has  been  given.  It  is  generally  the  result 
of  the  attachment  of  the  spinal  cord  in  this  situation, 
and  is  caused  by  the  unequal  distension  of  the  sac  by 
its  contained  fluid.  (See  Fig.  152.)  The  central  canal 
of  the  spinal  cord  has  been  seen  to  open  at  the  bottom 
of  the  umbilicus.    Occasionally,  the  sac  is  divided  into 


Fig.  152. 


Spin.a  Bifida,  bliowiug  tlie  uiiibiliciis  or  ueutriil  depressiou, 
where  the  spinal  cord  is  adherent  to  the  sac-wall. 

partitions  by  septa,  and  these  also  may  produce  de- 
pressions or  grooves. 

The  coverings  of  the  sac  are  rarely  normal  skin 
and  subcutaneous  tissue.  In  most  cases  the  base 
alone  is  covered  by  skin,  which  gradually  thins  away 
towai'ds  the  fundus,  so  that  the  summit  of  the  latter 
is  either  covered  by  a  thin  layer  of  epidermis  or  by  a 
glistening  membrane  composed  of  the  spinal  mem- 
branes or  of  the  thinned  and  adherent  cord. 

Syringo-myelocele  is  a  rare  form  of  spina  bifida 
in  which  the  central  canal  of  the  cord  is  immensely 
distended  and  forms  the  sac-cavity,  the  sac-wall  beint^ 
lined  by  the  expanded  spinal  cord  itself.    At  first 
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sight  such  a  spina  bifida  might  easily  be  mistaken  for 
a  simple  meningocele,  for  no  nerves  traverse  the  sac- 
cavity.  Close  examination,  however,  shows  that  the 
nerves  are  contained  in  the  substance  of  the  sac-wall, 
being  given  off  from  the  distended  cord. 

The  coverings  of  a  syringo-myelocele  are  of  the  same 
nature  as  those  of  a  meningo-myelocele. 

The  congenital  deficiency  which  results  in  the  for- 
mation of  any  spina  bifida  consists  in  an  imperfect 
development  of  the  mesoblast  on  each  side  of  the 
vertebral  furrow  from  which  the  spinal  meninges 
and  the  vertebral  laminas  are  normally  produced. 
The  mesoblast  being  deficient,  these  structures  x-emain 
undeveloped  in  varying  degrees. 

The  complications  of  spina  bifida  which  are  com- 
mon are  hydrocephalus,  talipes,  and  paralysis  of  the 
rectum  and  bladder. 

The  termination  of  the  majority  of  cases  of  spina 
bifida  is  death.  This  commonly  results  from  the  sac 
giving  way,  an  event  which  is  followed  by  myelitis  or 
convulsions.  Other  children  die  in  a  marasmic  condi- 
tion, without  any  very  definite  lesions  being  present. 
In  a  small  proportion  of  the  meningo-myeloceles,  and 
in  a  considerable  number  of  the  simple  meningoceles, 
the  sac  gradually  shrinks  and  a  natural  cure  is 
effected. 

CONCEN-ZTAI.    SACRAI.  TUMOURS, 

The  congenital  tumours  which  occui'  in  the  sacral 
and  coccygeid  I'egion.s  uiay  conveniently  be  divided 
into  thi'ee  classes — (i)  dermoid  cysts  and  included 
foetuses  ;  (2)  Siwr;il  cysts  and  sacral  lipomata  ; 
(3)  coccygeal  cysts. 

I.  Dermoid  cysts  are  commonly  met  with  in 
the  middle  line  of  the  back  and  arc  covered  by  normal 
skin.  In  many  cases  tlie  tumour  is  an  irregularly 
globular  mass  of  varying  consistency,  and  on  section  is 
found  to  contain  sebaceous  matter  and  hair,  with 
wliicli  there  may  also  be  found  cartilage,  teetli.  and  bone. 
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These  cysts  may  have  cleejj  atcaehiuents,  and  may 
be  connected  with  the  spinal  membranes. 

In  another  class  of  cases  there  is  a  definite  pro- 
jecting appendix  pi'otruding  from  the  exteiior  wall 
of  the  cyst,  and  bearing  a  more  or  less  close  i*esem- 
blance  to  a  tail.  In  other  examples,  again,  the  pro- 
truding portion  terminates  in  ill-developed  fingers 
or  toes,  and  on  dissection  is  found  to  lie  an  imperfectly 
formed  limb.  Progressing  onward  from  this,  transition 
is  easy  to  a  fully  developed  lower  extremity,  which, 
however,  is  rarely  as  large  as  the  normal  limbs;  the 
name  of  "  human  tripod  "  has  been  applied  to  infants 
with  such  an  appendage.  Further  stages  of  develop- 
ment of  the  attached  fcttus  may  also  be  found.  Thus, 
instead  of  a  single  projecting  limb  there  may  be  two 
lower  extremities,  and  a  double  pelvis  ;  or  there  may 
be  in  addition  the  trunk  and  extremities  of  a  so- 
called  "parasitic  foetus;"  whilst,  finally,  two  well-formed 
foetuses  may  exist  attached  to  each  other  in  the  saci-al 
region,  and  forming  one  of  the  varieties  of  "  double 
monster." 

It  will  thus  be  seen  that  between  a  simple  dermoid 
cyst  in  the  sacral  region  and  a  fully  developed  fcetus 
all  stages  may  exist,  but  it  should  be  remembered 
that  in  any  case  the  attached  foitus  or  the  cyst  may 
have  close  connection  with  the  spinal  column  or  the 


meninges 


Such  tumours  as  these  result  either  from  simple 
inclusion  of  epithelium  in  the  closure  of  the  vertebral 
groove,  as  in  the  case  of  dermoid  cysts  elsewhere  or 
else  from  the  development  of  two  eml)rvonic  areas 
HI  a  single  blastodermic  vesicle,  and  all  cases  of 
attached  or  included  foetus  or  parasitic  foetus  are  to 
be  explained  by  the  latter  hypothesis.  It  is  known 
that  the  rudiment  of  the  embryo  appears  primarily 
as  an  opiK|ue  spot  on  the  blastodermic  vesicle  which 
spot  is  known  as  the  embryonic  area.  If  two  of  these 
embryonic  areas  form  on  a  single  vesicle  and  sub- 
sequently in  their  development  coalesce,  two  joined 
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foetuses  are  formed,  and  the  union  may  be  either  in 
the  sacral  region,  or  in  other  parts  such  as  the 
thoracic  or  abdominal  walls  or  the  crania.  In  most 
cases  one  of  the  two  foetuses  is  never  perfectly  de- 
veloped, and  remains  as  a  shapeless  mass  of  bone,  "carti- 
lage, &c. ;  in  other  cases  the  development  of  the  two 
fa^tuses  is  more  equal.  It  is  probable  that  in  the 
cases  of  imperfect  development  the  impei^fection  is 
the  result  of  deiicient  blood-supply  or  of  pressure  by 
the  other  foetus.  It  is,  however,  also  possible  that 
some  cases  of  imperfectly  formed  double  limbs  are 
the  result  of  duplication  of  parts  which  are  naturally 
single,  and  that  in  these  cases  there  was  never  more 
than  a  single  embryonic  area,  but  rather  a  develop- 
ment of  an  extra  limb  from  cells  which  should  nor- 
mally be  differentiated  to  form  merelv  a  pair. 

2.  Sacral  cysts  may  also  develop  independently  of 
inclusion  of  epiblast  or  ova,  and  appear  to  be  of  me- 
soblastic  origin.  They  probably  ai'e  formed,  as  are  the 
cystic  hygromata  of  the  neck,  from  portions  of  meso- 
blast,  which  are  so  to  say  in  excess,  and  which  remain 
when  the  requisite  muscular  and  osseous  structures 
have  been  developed.  They  consist  of  a  soft  fibrous 
wall  lined  by  endothelium,  and  containing  serous  fluid. 
In  addition  to  these,  fatty  tumours,  or  "  caudal 
lipomata,"  are  rarely  found,  and  are  analogous  to  the 
deeply  seated  congenital  lipomata  already  described  on 
page  140,  as  being  seen  occasionally  attached  to  the 
bones  of  the  extremities.  Botli  the  cysts  and  the 
lipomata  may  have  attachments  to  the  vertebrjv,  or 
even  to  the  membranes,  but  the  latter  is  not  nearly  so 
common  an  occurrence  as  in  the  case  of  tJie  dermoid 
cysts.  Both  of  these  forms  of  congenital  tiimour  are 
usually  found  a  little  to  one  side  of  the  middle  line. 

3.  Coccygeal  cysts  are  placed  lower  down  than 
the  sacral  tumours  just  described.  They  form  tense 
fluid  swellings  of  considerable  size,  are  always  placed 
laterally,  and  occupy  chiefly  the  gluteal  region,  by  the 
muscles  of  wliicli  they  are  covered.    I^issection  shows 
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that  these  tumours  consist  of  a  dense  fibrous  wall  of 
considerable  thickness  at  its  attached  margin,  but 
often  very  thin  at  its  most  projecting  part.  This  wall 
is  especially  fixed  to  the  lateral  and  anterior  aspects  of 
the  coccyx  and  the  lower  part  of  the  sacrum,  where 
there  is  generally  a  considerable  amount  of  solid 
growth.  The  cyst  commonly  extends  into  the  pelvis, 
and  pushes  forward  the  rectum  and  anus,  whilst 
laterally  it  protrudes  between  the  coccyx  and  the  pelvis 
into  the  gluteal  region,  and  bulges  the  skin  below  the 

Fio.  153. 


A  Unilateral  Coccygeal  Cyst. 

margin  of  the  gluteus  maximus,  and  tends  to  protrude 
between  the  thighs. 

The  tumour  lies  beneath  the  levator  ani  muscle 
and  in    consequence  of  its  pressure  the  coccyx  is 
<-ommonly  straightened,  or  its  extremity  may  even 
point  backwards. 

The  amount  of  the  cyst  within  the  pelvis  differs 
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much  in  diflerent  cases.  At  present  I  have  a  child 
luider  observation  in  whom  it  extends  above  the 
promontory  of  the  sacrum,  and  have  examined  dis- 
sected specimens  in  which  the  growth  extended  as  fai- 
as  the  promontory. 

The  cysts  contain  a  very  viscid  blood-stained  fluid, 
as  well  as  a  certain  amount  of  solid  ingrowth.  This, 
in  a  case  I  have  recently  dissected,  looked  very  much 
like  a  mass  of  large  nasal  polypi,  as  it  consisted  of  soft, 
friable,  red  tissue,  hanging  in  a  pendulous  manner 
from  that  part  of  the  cyst  which  was  attached  to  the 
coccyx  and  attached  to  its  wall  in  numerous  places  by 
slender  jjedicles. 

In  another  specimen,  shown  by  Mr.  Shattock  at  a 
meeting  of  the  Pathological  Society,  there  were 
multiple  cysts,  and  a  mixtui'e  of  cartilage,  bone,  and 
tibrous  tissue  in  the  stroma. 

In  several  of  the  I'ecorded  cases  gland-tissue  re- 
sembling that  of  the  thyroid  has  been  found,  either 
forming  the  bulk  of  the  growth,  or  else  occurring  in 
connection  with  cartilage  and  fibrous  tissue. 

The  mode  of  origin  of  these  coccygeal  cysts  is  still  a 
matter  of  doubt,  though  on  account  of  their  position 
and  of  the  gland-tissue  which  they  contain,  it  is  pi-o- 
bable  that  they  originate,  as  has  been  suggested  by 
Middledorpf  and  Sutton,  in  the  post-anal  gut.  Other 
observers  Ijelieve  that  they  spring  from  Luschka"s 
gland. 
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CHAPTER  LXVI. 
TALIPES— CliUB-rOOT. 

Talipes,  or  club-foot,  may  be  either  congenital  or 
acquired,  may  affect  one  or  both  feet,  and  is  equally 
common  in  male  and  female  children. 

CAtrSES. 

The  congenital  form  is  attributed  by  different 
authors  to  three  different  causes— (i)  spasmodic  con- 
traction or  paralysis  of  muscles,  resulting  from  nerve- 
irritation  or  loss  of  function  ;  (2)  malformation  of 
the  tarsal  bones;  (3)  mechanical  pressure  by  the 
uterus,  or  by  malposition  of  the  foetus. 

The  theory  that  the  deformity  is  due  to  some  affec- 
tion of  the  nervous  centres  is  supported,  first,  by  the 
undoubted  fact  that  after  birth  talipes  certainly 
results  m  some  cases  from  disease  of  the  spinal  cord 
and,  second,  by  the  very  frequent  association  of  mal- 
formations of  the  cord  and  brain  such  as  are  seen  in 
spina  bifida  and  anencephalus. 

In  the  absence  of  any  demonstrations  of  primary 
disease  of  the  spinal  cord  in  the  fcetus,  the  proof  that 
mye  itis  produces  congenital  talipes  must  be  declared 
wanting  although  there  is  much  to  be  said  in  its 
tavour  from  a  theoretical  point  of  view  The  fre 
(luent  association  with  spina  bifida  and  anencephalus 
IS  however,  a  fact  wliich  renders  it  highly  probable 
tha  their  co-existence  is  more  than  a  cohicfdence,7nd 
that,  in  these  cases  at  any  rate,  the  deformity  of  <he 
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foot  is  the  direct  result  of  the  lesion  of  the  cord  which 
is  commonly  present. 

The  second  theory,  which  explains  the  deformity  by 
imperfect  development  of  the  tarsal  bones,  is  probably 
erroneous,  the  changes  found  in  the  latter  being  the 
result,  and  not  the  cause,  of  the  talipes. 

The  thii-d  theory,  that  the  club-foot  is  the  result  of 
mechanical  pressure  by  the  uterus  or  by  adventitious 
bands,  or  of  malposition  of  the  fwtus,  finds  its 
greatest  support  in  a  paper  by  Messrs.  Parker  and 
Shattock,*  and  may  be  summed  up  in  their  own 
words  : — "  Our  argument  is  that  the  feet  of  the  fcetus 
occupy  various  positions  during  the  course  of  intra- 
uterine life,  and  that  this  occurs  in  order  that  the 
joint-surfaces,  the  muscles,  and  especially  the  liga- 
ments be  developed  so  as  to  allow  of  that  variety  of 
positions  and  movements  which  are  aftei-wards  to  be 
natural  to  the  foot ;  and  we  hold  that  when  anything 
(mechanically)  prevents  the  feet  from  assuming  these 
positions  at  their  proper  time,  or  maintains  them  in 
any  given  position  beyond  the  limit  of  time  daring 
which  they  should  occupy  such  position,  a  talipes 
results.  The  variety  of  talipes  will  depend  on  the 
date  of  its  production  ;  its  severity  will  be  in  direct 
ratio  to  the  mechanical  violence  at  work.  If  the 
inversion  of  the  foot,  which  is  normal  during  the 
earlier  months  of  fcvtal  life,  be  maintained  beyond 
the  normal  period  of  time,  the  muscles  and  ligaments 
will  as  a  consequence  be  adaptively  short  on  one 
aspect  of  the  limb,  and  too  long  on  the  other — a 
normal  position  of  inversion  will  finally  become  a 
deformity.  Tailzies  calcaneus  is,  we  believe,  pro- 
duced in  a  similar  manner  ;  it  occurs,  however,  later 
during  intra-uterine  life,  when  a  flexed  position  of 
the  foot  is  normal.  Being  thus  less  fundamental  in 
character,  as  a  deformity  it  is  also  less  severe  than 
varus." 


o  "  Transactions  of  the  Tathological  Society,"  vol.  xxxv.  p.  .123. 
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In  support  of  this  explanation  the  authors  adduce 
various  examples  of  foetal  malposition  and  pressvire 
wliich  seem  quite  sufficient  to  prove  that  the  theories 
they  advocate  are  supported  by  facts,  and  to  establish 
such  mechanical  conditions  as  one  of  the  causes  of 
congenital  club-foot,  and  probably  the  one  which  is 
most  frequently  operative. 

Acquired  talipes  commonly  results  from  disease 
of  the  spinal  cord.  This  in  some  cases  is  irritative  in 
its  nature  and  produces  spasm  of  certain  muscles, 
which,  at  first  by  their  vital  contraction,  and  after- 
wards by  their  tendency  to  become  permanently 
shortened,  cause  an  active  displacement  of  the  foot ; 
e.g.,  spasm  of  the  calf-muscles  will  result  in  a  drawing 
up  of  the  heel,  or  "  talipes  equinus." 

In  another  class  of  cases  the  lesion  of  the  cord  is  of 
a  destructive  nature,  the  large  nerve-cells  in  the 
anterior  cornua  being  destroyed.  This  lesion,  which 
is  known  as  "  anterior  polio-myelitis,"  results  in  the 
condition  called  "  infantile  paralysis."  The  motor 
cells,  which  are  the  centres  of  nutrition  for  the  motor 
nerves  and  the  muscles  they  supply,  being  destroyed, 
the  nervous  and  muscular  fibres  degenerate  and 
atrophy,  and  deformities  are  produced  both  by  shrink- 
ing of  the  paralysed  muscles  as  well  as  in  other  cases 
by  their  stretching.  Thus,  if  all  the  muscles  of  the 
leg  are  paralysed,  the  foot  usually  hangs  in  a  helpless 
condition,  with  the  toes  pointed  and  somewhat 
inverted,  and  m  this  position,  that  of  "talipes  equino- 
varus  It  may  be  permanently  fixed  in  the  course  of 
months  by  the  atrophy  and  shrinking  of  the  calf- 
muscles.  In  other  cases,  where  the  calf- muscles  are 
alone  or  chiefly  aff-ected,  the  extensors  will  support 
the  foot  and  the  pressure  on  the  sole  in  walkin- 
will  tend  to  stretch  the  wasted  soleus  and  gastro- 
cnemuis  until  the  heel  is  permanently  depressed  and 

alipes  calcaneus  "  is  produced.  In  some  cases  of 
poho-myehtis  the  paralysis  passes  off,  but  unless  this 
improvement  occurs  within  the  first  month  or  two 
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iifter  the  attack  there  is  little  probability  of  recovery  ; 
the  muscles  then  rapidly  waste,  the  skin  becomes  blue 
and  cold,  and,  unless  precautionary  measures  are 
taken,  deformities  such  as  have  been  described  will  be 
(leveloped.  In  advanced  cases  the  muscles  consist  of 
little  else  than  fat. 

In  a  few  cases  talipes  is  caused  by  contraction  of 
scars  about  the  ankle-joint,  and,  as  will  be  explained 
in  the  sections  on  flat-foot  and  valgus,  it  is  also  the 
result  of  muscular  weakness  and  yielding  of  ligaments. 
Again,  when  one  limb  is  shorter  than  the  other — e.g., 
as  the  result  of  hip  disease — the  constant  walking  on 
the  toes  may  produce  permanent  talipes  equinus. 

TAIiZPES  EQUIirO-VARUS. 

Talipes  equino-varus  is  the  commonest  form  of  club- 
foot, and  is  in  most  cases  congenital.  In  this  variety 
the  toes  are  pointed  and  the  sole  cannot  be  brought 
up  to  a  right  angle  with  the  leg ;  the  foot  is  also 
turned  inwards  so  that  the  scaphoid  bone  is  approxi- 
mated to  the  internal  malleolus.  In  severe  cases  the 
patient  walks  on  the  outer  side  and  dorsum  of  the 
foot,  and,  as  a  consequence,  the  skin  in  this  .situation 
becomes  much  thickened,  and  a  subcutaneous  bursa 
usually  forms.  If  such  a  deformed  foot  be  examined, 
the  tendons  of  the  tibialis  anticus  and  the  tibialis 
posticus  as  well  as  the  tendo-Achillis  are  found  to 
be  abnormally  short;  the  internal  lateral  ligament 
of  the  ankle  and  the  ligaments  uniting  the  tarsal 
bones  on  the  inner  side  are  in  a  similar  condition, 
whilst  those  on  the  outer  side  may  be  stretched.  The 
astragalus  is  in  most  cases  normally  placed  as  regards 
the  tibia  and  fibula,  except  that,  in  proportion  to  the 
amount  of  the  equinus,  it  is  depressed  anteriorly  so 
that  the  greater  part  of  the  surface  which  articulates 
wifeli  the  tibia  is  exposed.  Tlie  twisting  inwards  of 
the  foot,  or  tiie  "varus."  is  found  to  take  place  at  the 
mid-tarsal  and  sub-sistragaloid  joints,  and  not  at  the 
ankle,  the  scaplioid  being  displaceil  almost  completely 
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in  severe  cases  to  the  inner  side  of  the  astragalus,  so 
that  the  articular  surface  of  the  head  of  the  latter 
bone  is  unopposed  in  front,  and  a  new  articular  facet 
is  formed  on  the  inner  side  of  the  head  to  articulate 
with  the  navicular  bone  in  its  altered  position.  In 
addition  to  this,  Messrs.  Parker  and  Shattock  have 
noticed  an  extension  backwards  of  the  upper  articular 
or  trochlear  surface,  and  an  undue  obliquity  of  the 
neck  of  the  astragalus. 

In  old  cases  of  equino-varus,  moreover,  the  bones 
on  the  inner  side  of  the  foot  are  compressed  and  mi- 
developed,  the  skin  on  the  outer  side  forms  a  hard. 


Fig.  154. 


Dissection  of  a  Foot  witli  'i'alipes  Kquiuo-variis.' 

horny  excrescence,  and  the  muscles  of  the  cixlf  are 
small  and  feeble  from  the  little  use  to  which  they  are 
put,  the  movements  of  the  ankle-joint  being  in  these 
patients  almost  in  abeyance. 

TAI.ZFES  Equxn-irs. 

Talipes  equinus  consists  in  an  inability  to  bring  the 
sole  of  the  foot  up  to  a  right  angle  with  "the  leg.  The 
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toes  are  consequently  pointed,  and  the  heel  is  raised 
from  the  ground  in  walking.  In  exaggerated  cases 
the  plantar  flexion  of  the  foot  is  carried  to  such  an 
extent  that  the  patient  walks  on  the  dorsal  surface  of 
the  toes. 

Pure  equinus  is  rare.  It  is  seldom  congenital,  and 
commonly  results  from  infantile  paralysis  or  from 
spastic  contraction  of  the  calf-muscles.  The  chief 
anatomical  lesion  is  shortening  of  the  tendo-Achillis  or 
of  the  muscles  inserted  into  it. 

TAIiXPES  VARUS. 

Talipes  varus  uncomplicated  with  equinus  is  a  rare 
form  of  club-foot,  and  is  almost  always  congenital.  It 
is  characterized  by  inversion  of  the  foot  and  shortening 
of  the  tibialis  anticus  and  posticus.  Most  of  what  has 
been  written  already  on  the  anatomical  changes  in 
talipes  equino-varus  applies  also  to  varus. 

TAIiXFES  CAVUS. 

Talipes  cavus  is  an  exaggeration  of  the  normal 
plantar  arch,  the  sole  of  the  foot  being  deeply 
hollowed  and  the  dorsum  correspondingly  coha'Cx  and 
arched.  This  form  of  club-foot  is  invariably  acquired, 
and  is  almost  always  conbined  with  equinus  or  equino- 
varus.  The  toes  also,  in  this  variety  of  deformity, 
present  conditions  which  are  seldom  seen  apart  from 
cavus,  the  first  phalanges  being  hyper-extended  or 
even  dislocated  backwards  on  their  metatarsal  bones, 
whilst  the  second  and  tliird  ph;ilanges  are  doubled 
down  towards  the  sole. 

This  "hollow  claw-foot"  results  either  from  a 
paralysis  of  the  interossei,  or  in  consequence  of  an 
antecedent  equinus.  The  interossei  normally  flex  tlie 
first  phalanges  and  extend  the  second  and  third ;  con- 
sequently, when  th(\v  are  paralysed,  there  being  no 
muscle  to  depi'ess  the  first  phalanges  during  the 
movements  of  the  foot,  the  common  extensor  displaces 
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them  backwards  on  to  the  heads  of  the  metacarpal 
bones. 

In  cases  of  equinus,  again,  the  dislocation  backwards 
of  the  first  phalanges  is  produced  by  the  efforts  of  the 
common  extensor  (together  with  other  muscles)  to 
maintain  the  foot  in  its  natural  position.  Further,  as 
regards  the  cavus,  when  the  patient  constantly  walks 
on  his  toes,  there  is  not  only  a  tendency  for  the  latter 
to  be  displaced  by  the  weight  they  support,  but  the 
arch  of  the  sole  is  increased  by  the  contraction  of  those 
muscles  whose  tendons  pass  across  it,  especially  the 
tibialis  posticus  and  the  peroneus  longus.  In  all  cases 
of  long  standing,  the  plantar  fascia  is  thickened  and 
contracted,  and  offers  material  resistance  to  attempts 
at  replacement. 

TAIiXPES  PI.ATrVS. 

Talipes  planus,  or  flat-foot,  is  an  acquired  deformity, 
and  results  from  muscular  overwork  and  consequent 
weakness  and  loss  of  tone.  The  arch  of  the  foot  does 
not  exist  in  an  infant,  and  is  only  developed  when  the 
child  begins  to  walk,  being,  in  fact,  produced  by  the 
contractions  of  the  muscles  whose  tendons  pass  acrosr 
the  sole.  The  arch  thus  formed  is  also  maintained  by 
the  use  of  the  muscles,  and  the  weight  of  the  body 
does  not  rest,  or  depend  for  its  support,  directly  upon 
the  ligaments.  If,  therefore,  the  muscles,  from  over- 
work, lose  tone  and  become  weak  and  flabby,  the 
weight  of  the  body  is  no  longer  maintained  by  their 
healthy  contraction,  the  foot  is  not  braced  by  their 
support,  and  the  ligaments,  now  called  upon  to  do 
more  than  they  were  originally  intended  for,  yield 
and  stretch  beneath  their  burden. 

All  the  ligaments  of  the  sole  may  be  more  or  less 
implicated,  but  those  which  are  most  notably  stretched 
are  the  inferior  calcaneo-scaphoid  and  the  long  plantar. 
The  head  of  the  astragalus,  being  no  longer  supported, 
.sinks  down  on  to  the  soft  structures  forming  the  solo 
and  tlie  bone,  at  the  same  time  sliding  forwards, 
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pushes  the  scaphoid  in  front  of  it,  and  causes  a 
displacement  of  the  anterior  half  of  the  tarsus  to  the 
outer  side.  In  the  early  stage  of  flat-foot,  the  head  of 
the  astragalus  can  be  replaced,  and  the  arch  tem- 
porarily restored  by  artificial  pressure  ;  but  in  cases  of 
onger  standing  this  is  not  possible,  and  the  whole  foot 
becomes  rigid  and  stiff".  The  pressure  of  the  displaced 
astragalus  also  gives  rise  to  much  aching  pain,  which 
IS  increased  by  walking.  The  deformity  is  most 
common  in  growing  boys  and  girls  about  the  age  of 
puberty  who  are  employed  in  some  occupation  which 
necessitates  prolonged  standing. 

Another  cause  of  flat-foot  deserves  mention,  al- 
though briefly.  It  is  liable  to  supervene  in  patients 
vvho  suffer  from  chronic  rheumatism,  and  it  some- 
times occurs  in  those  who  suffer  from  so-called  eonor- 
rhoeal  rheumatism. 


TAI.XPZ:S  ViiI.GUS. 

Talipes  valgus  consists  of  a  displacement  outwards 
of_  the  tarsus  at  the  mid-tarsal  and  sub-astragaloid 
joints,  and  is  practically  an  exaggerated  condition  of 
talipes  planus.  It  may  develop  out  of  an  ordinary 
flat-foot,  or  result  from  infantile  paralj^sis  of  the 
muscles  of  the  calf  and  inner  side  of  the  leg  in  patients 
in  whom  the  peronei  and  extensors  escape.  In  siich 
cases  it  is  sometimes  complicated  by  calcaneus.  In 
talipes  valgus  the  arch  is  flattened,  tlie  foot  is  everted, 
the  cuboid  bone  is  approximated  to  the  external 
malleolus,  and  the  head  of  the  astragalus  forms  a 
projection  on  the  inner  side.  The  peronei  muscles 
are  contracted,  and  resist  efforts  at  rejjlacement  of 
the  foot. 

TAIiZPES  CAIiCAN-EUS. 

Talipes  calcaneus  is  a  rare  form  of  club-foot.  In 
it  the  heel  is  depressed  and  the  toes  are  drawn  up 
towards  the  shin.  It  is  in  some  cases  congenital,  but 
in  others  results,  as  already  explained,  from  the  stretch- 
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ing  of  the  atrophied  calf -muscles  in  cases  where  the 
latter  are  affected  by  infantile  paralysis.  The  chief 
anatomical  abnormality  is  undue  length  of  the  tendo- 

FiG.  155. 


A  Foot  with  Talipes  Calcaneus. 

Achillis  or  of  the  muscles  inserted  into  it,  with  conse- 
quent inability  to  stand  on  the  toes  or  to  propel  the 
body  forwards  in  the  act  of  walking.  It  is  combined 
in  some  cases  with  valgus. 
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CHAPTER  LXVII. 

GENU  VA1.GU1«, 

Genu  valgum,  or  knock-knee,  is  an  outward  displace- 
ment of  the  tibia  on  the  femur,  with  consequent 
sei^aration  of  the  internal  malleoli  and  the  feet,  and 
a  tendenc}'  for  the  knees  to  rub  against  one  another 
in  the  act  of  walking. 

Causes. — Unlike  most  other  deformities,  genu 
valgum  is  never  congenital.  It  is  developed  in  young 
children  in  consequence  of  rickets,  or  else  at  puberty 
— and  seldom  later- — from  muscular  weakness  and 
overwoi'k. 

In  rickety  children  the  femur  tends  to  become 
bent  in  an  outward  and  forward  curve  in  the  upper  and 
middle  parts  of  its  shaft,  with  the  result  that  there  is 
developed,  first,  a  tendency  for  tlie  axis  of  the  legs  to 
ci'oss,  and,  secondly,  a  compensating  curve  of  the 
lower  third  of  the  bone,  with  the  convexity  inwards. 
But  although  this  secondary  curve  is,  in  a  limited 
degree,  of  use.  nevertheless,  by  directing  the  lower 
articular  surface  of  the  femur  outwards,  it  causes  the 
knee-joint  to  be  jjlaced  obliquely  instead  of  trans- 
versely across  the  long  axis  of  the  lower  extremity, 
so  that  the  weight  of  the  body  is  transmitted  down  a 
line  wliich  falls  through  the  outer  condyle  to  the  inner 
side  of  the  foot.  If  the  rachitic  and  softened  state  of 
the  bones  continues,  the  curve  tends  to  increase,  and 
the  tibia  is  directed  further  and  further  away  from 
the  middle  line,  whil.st,  in  addition,  the  knee-joint 
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being  no  longei*  placed  transversely  to  the  axis  of 
the  limb,  the  internal  lateral  ligament  is  placed  at  a 


Fig.  156. 


Riicliitie  Knock-knee. 


disadvantage,  stretches,  and  allows  the  tibia  to  be  dis- 
placed from  its  articulation  with  the  femur. 

In  adults,  knock -knee  is  primarily  due  to  muscular 
weakness,  the  knee-joint,  like  the  sole  of  the  foot, 
depending  for  its  integrity,  not  only  on  ligaments, 
but  also  on  muscles.  If,  therefore,  from  overwork  in 
young  and  growing  patients,  the  muscles  lose  tone,  the 
ligaments  are  soon  unable  to  maintain  the  articular 
surfaces  in  their  normal  position,  and  genu  valgum 
results.  The  reasons  why  the  tibia  is  displaced  out- 
wards, and  the  internal  lateral  ligament  yields  rather 
than  the  external,  are  that,  the  foot  and  leg  being 
normally  slightly  rotated  outwards,  the  strain  is 
naturally  thrown  on  the  inner  side,  and  that  the  fascia 
on  the  outer  side  of  the  joint  is  much  stronger  and 
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denser  than  that  on  the  inner,  and  therefore  lef^s 
hkely  to  yield  and  stretch. 

From  whatever  cause  arising,  the  deformity  tends 
to  nicrease.    The  whole  weight  of  the  body  is  now 
placed  on  the  external  condyle  and  outer  articular 
surface  of  the  tibia,  the  internal  condyle  and  inner 
articular  surface  being  separated  slightly  from  one 
another.    As  a  consequence,  the  growth  of  the  ex- 
ternal condyle  is  arrested  by  the  constant  pressure, 
whilst  that  of  the  internal  continues,  and  the  neces-  u 
sary  result  is  a  relative  elongation  of  the  internal  con-  |! 
dyle,  which  then  acts  as  a  mechanical  obstruction  to  all 
attempts  at  replacement  of  the  displaced  tibia.    The  ii 
soft  tissues,  also,  on  the  outer  aspect  of  the  limb  t| 
accommodate  themselves  to  the  altered  position  of 
the  pai-ts,  and  in  time  become  contracted  and  shortened 
to  such  an  extent  as  to  resist  all  attempts  at  forcible 
straightening  ;  the  structures  in  such  cases  which  are 
most  unyielding  are  the  fascia  lata,  the  biceps,  and 
the  external  lateral  ligament. 

In  genu  varum  the  knee  is  bowed  outwards 
instead  of  inwards,  so  that,  whilst  the  feet  tend  to 
knock  against  one  another,  there  is  a  considerable 
space  between  the  knees.  Genu  varum  commonly 
results  from  rickets,  and  is  much  more  rare  than 
genu  valgum. 
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CHAPTER  LXVITI. 

CONGENITA!.   DISX.OCATION  OF 
THE  KIP. 

Congenital  dislocation  of  the  hip  is  met  with  much 
more  frequently  in  female  than  in  male  children,  and 
may  occur  on  one  or  both  sides.    It  occasionally 

Fig.  157. 


Congenital  Displacement  of  tho  Right  Fonuir,  showing 
the  head  of  the  bone  included  within  the  capsulfir  liga- 
ment.   (From  the  museum  of  St.  Thomas's  Hospital.) 
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affects  several  members  of  the  same  family,  and  may 
be  hereditary. 

The  head  of  the  femur  is  disj)laced  upwards  and 
backwards,  and  the  shaft  is  rotated  inwards.  The  cap- 
sule is  exceedingly  loose,  and  allows  of  very  consider- 
able movement  of  the  femur  on  the  ihum.    The  head 


Cou genital  Displacement  of  tUo  renaur,  sLiowing  the 
ffiaugiilar  acetabulum,  the  roughened  spot  u-liero  tlie  lu'ad 
of  the  boue  has  rested,  and  the  flattened  femoral  lieud. 
(From  the  museum  of  St.  Tliomas's  Hospital.) 


of  the  femur  is  always  more  or  less  flattened  by  pi-es- 
sure,  and  in  some  few  cases  lias  been  found  unde- 
veloped from  birtli.  The  dorsum  ilii  is  flattened  or 
slightly  hollowed  by  tlie  constant  pressure  of  the 
femoral  head.  The  gluteal  nuiscles  are  usually  fatty 
and  ill-developed,  on  account  of  the  little  use  to  whicli 
they  are  ])ut  in  the  altered  position  of  tlie  parts. 

Tiie  condition  of  the  acetabulum  is,  however,  the 
most  imjtortaiit  feature,  for  in  all  the  specimens  in  the 


CONGENITAL  DISLOCATION  OF  THE  HIP.     59 1 


museums  of  London  it  is  very  imperfectly  developed. 
The  developmental  deficiency  is  also  remarkably  uni- 
form, and  consists  in  a  suppression  of  that  part  of  the 
cavity  which  is  formed  by  the  ilium — of  what  may  be 
called  the  iliac  ses^ment.  The  acetabulum,  in  conse- 
quence,  is  formed  by  the  pubes  and  ischium  alone,  and, 
instead  of  being  round,  is  of  a  triangular  shape,  with 
the  apex  upwards.  It  is,  in  addition,  very  shallow, 
with  margins  scarcely  raised  above  the  level  of  the 
surrounding  bone. 

It  is  now  tolerably  certain  that  the  failure  of 
development  of  the  acetabulum  is  the  real  cause  of 
the  displacement  of  the  femur,  and  there  is  little 
doubt  that  the  theory  which  has  been  accepted  until 
the  present  time,  that  the  dislocation  is  a  traumatic 
one  produced  by  the  accoucheur  during  delivery,  is 
erroneous.  In  most  cases  there  is  no  history  of  any 
difficulty  at  birth  ;  whilst  the  facts  that  the  displace- 
ment is  occasionally  hereditary,  that  it  afiects  chiefly 
female  children,  that  it  is  often  double,  that  the 
head  of-  the  bone  is  always  within  its  capsule,  and  that 
no  case  has  yet  been  described  in  which  any  lacera- 
tion of  the  tissues  has  been  found,  render  it  highly 
improbable  that  difficulties  during  parturition  have 
anything  to  do  with  the  causation  of  the  deformity. 
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( 'ephalhaematoma,  561 
Cephalhjdrocele,  traiinialic, 
557 

Chancre,  iii 
Cliarbon,  88 
Chronic  abscess,  37 
Charcot's  disease,  350 
Cliondroraata,  141 
Chondro-sarcnma,  152 
Chordee,  381 
Cicatrisation,  44 
'  •left-palate,  554 
Clinical  signs  of  inflammatiuii, 
27 

Club-foot,  577 
Coccygeal  cysis,  574 
Colloid  cancer,  168 
degeneration,  9 
< 'oneussion  of  brain,  561 
Congenital  dislocalion  of  hip 
589 

Contusions,  177 
Cornea  in  congenital  syphilis, 
127 

Coryza,  499 

Craniotabcs,  syphilitic,  125 


Cretinism,  sporadic,  308 
Cylindroma,  151 
Cysts,  171 

brani;hial,  175 

congenital,  174 

degeneration,  176 

dentigerous,  322 

dermoid,  174 

distension,  171 

hydatid,  172 

mucous,  172 

of  antrum,  332 

of  bone,  313 

of  breast,  467 

periostea],  322 

sebaceous,  171 

serous,  172 

synovial,  357 
Cystic  adeno-tibroma  of  breast, 
462 

hygroma,  175 
Cystitis,  398 

D 

Deakness  in  congenital  syphi- 
lis, 127 

Decomposition,  18 

Degeneration,  6 

Dermoid    cysts   of    floor  of 
mouth,  482 

Determination  of  blood,  20 

I>iapedesis,  23 

Difl'use  suppuration,  36 

Diffused  osseous  growths,  323 

Diphtheria,  254 

Dislocations,  202 

changes  in  unreduced, 
202 

ftpotitancons,  339 
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Dissemination    of  malignaut 

tumours,  134 
Drainage  of  wounds,  52 
Duct  cancer,  472 

papilloma,  467 
i)iipuytren's    contraction  of 
fascia,  275 


E 

Kct'liONonosES  in  osteo-arlhri- 

fis,  344 
Ecchvmoses,  177 
Ecthyma,  syphilitic,  115 
Ectopia  vesicas,  375 
Jllczema  of  nipple,  457 
Elephantiasis  arabum,  247 
Emboli,  septic,  65 
J'lmbolism,  241 
Encephalocele,  556 
l''ncliondronia  of  bone,  312 
I'iiichondroniata,  141 
Enterocelf,  508 
Entei'olitlies,  526 
Epidi.lymitis,  3S2,  430 
Epiphyses,  separation  of,  201 
Epipliysilip,  acute,  336 
l'"pi|)!ocele,  508 
Epispadias,  375 
Epithelial  tumours,  155 
I'^iithelioma,  160 
Epulis,  317 

ICrysiiielas-,  cntMuoons,  68 

phlegmonous,  69 
Exostoses,  cancellous,  310 

ivoiy.  311 
Exudation,  21 

Kye,    in    tecondary  syphilis, 
117 


V 

F^CAL  accumulation,  525 

fistula,  512 
Foetal  rickets,  308 
Fascia,  Dupuytren's,  contrac- 
tion of,  275 
Fatty  degeneration,  6 
Fever,  iiectic,  57 

suppurative,  56 

traumatic,  54 
Fibromata,  137 
Fibro-sarcoma,  152 
Filaria  sanguinis  hominis,  248 
Fistula  in  ano,  535 
Fistulse,  salivary,  484 

urinary,  386 
Floor  of  mouth,  diseases  of,  48 
Fractures,  193 

spontaneous,  200 

union  of  simple,  193 

compound,  196 

ununited,  197 
Frost-bite,  81 

C} 

(Jai.actociclk,  459 
Ganglion,  compound,  275 

simple,  275 
Gangrene,  76 

after  I'gaturc  for  aneurysm 
228 

diabetic,  80 

dry,  76 

embolic,  yO 

from  cold,  Si 

from  ergotism,  82 

hospital,  85 

inflammatory,  83 
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Gangrene,  moist,  82 
senile,  78 
septic,  83 

spreading  traumatic,  84 

symmetrical,  80 
Genito-urinary  tract,  tubercu- 
losis of,  414 
Genu  valgum,  586 
Glanders,  90 

Glands  in  malignant  tumours, 
134 

strumous,  108 
Gliiima,  150 
Glio-sarcoma,  150 
Glossitis,  488 
Goitre,  264 
Gonorrhoea,  380 
Gonorrhoeal  rheumatism,  339. 
Gout,  340 

Granulation,  healing  by,  50 

tissue,  35 
Gumma,  i  ig 

H 

HjEmatocelk,  447 
Hfematonia,  177 
Haamaturia,  endemic,  400 
Hemophilia,  joint  disease  in, 
356 

Hpeuiorrhage,  180 

arterial,  natunil  arrest  of, 
180 

methods  of  lieatment  of, 
188 

recurrent,  190 

secondary,  190 
HiEmorrhoids,  531 
Hair,  loss  of,  in  syphilis,  116 
Hard  sores,  1 1 1 


Hare-Hp,  554 

Healing  by  first  intention,  47 

by  granulation,  50 

by  scabbing,  50 

by  second  intention,  50 

by  third  intention,  51 

of  abscess,  39 

of  lacerated  wounds,  52 

of  ulcer,  44 

of  wounds,  47 
Hectic  fever,  57 
Hernia,  506 

causes  of,  513 

cerebri,  567 

congenital,  515 

diaphragmatic,  519 

encysted,  517 

femoral,  518 

funicular,  515 

infantile,  516 

inguinal,  514 

internal,  521 

interstitial,  517 

irreducible,  508 

Littre's,  520 

obturator,  518 

perineal,  519 

Eichter's,  520 

sciatic,  519 

strangulated,  509' 

umbilical,  518 

varieties  o*",  514 

ventral,  519 
Hernial  sacs,  506 
Hip,  congenital  dislocatioii  of 

589 

disease,  367 
Hydatids,  172  * 
Hydrarthrosis,  334 
Hydrocele,  encysted,  445 

vagina],  443 
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Hydronephrosis,  420 
Hygroma,  175 
Hymen,  imperforate,  451 
Hypertropliy,  i 
Hypospadiaft,  376 


I 

IcHTHvosi.s  lingiic-e,  489 
Inflammation,  20 

catarrhal,  28 
Innocent  tumours,  137 
Interstitial  keratitis,  127 
Intestinal  obstruction,  521 
Intestine,  stricture  of,  526 

tumours  of,  527 
Intra-cranial  hfemorrhage,  563 

suppuration,  565 
Intussusception,  523 
Iritis,  syphilitic,  118 
Ischio-rectal  abscess,  534 


J 

jAWfi,  tumours  oF,  317 
Joints,  anchylosis  of,  372 

diseases  of,  332 

in  bleeders,  356 

in  cases  of  nerve  injury, 
207 

internal  derangement  of, 
355 

loose  bodies  in,  353 
strumous  disease  of,  361 
synovial  cysts  of,  357 
syphilitic  disease  of,  371 
tubercular  disease  0'',  361 


K 

Keloid  scars,  45 
Kidney,  acute  suppuration  of, 
393 

carcinoma  of,  396 
cysts  of,  396 
floating,  394 
movable,  394 
sarcoma  of,  396 
surgical,  389 
tubercle  of,  414 
tumours  of,  396 
Knock-knee,  586 

L 

Labia,  diseases  of,  451 
Lardaceous  degeneration,  11 
Laryngeal  cartilages,  fracture 

of,  261 
Laryngitis,  acute,  253 

chronic,  254 

croupous,  254 

diphtheritic,  254 

osdematous,  253 

syphilitic,  256 

tubercular,  256 
Larynx,  diseases  of,  253 

epithelioma  of,  259 

fibroma  of,  259 

foreign  bodies  in,  262 

injuries  of,  261 

in  secondary  syphilis,  117 

mucous  cysts  of,  259 

papilloma  of,  258 

sarcoma  of  261 

scalds  of,  261 

tertiiiry  syphilis  of,  121 

fumonis  of,  25S 
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Leontiasis  ossea,  324 
Leprosy,  anaesthetic,  96 

tuberculated,  95 
Leiicocythseuiia,  252 
Line  of  demarcation,  78 
Ligature  of  arteries  for  aneu- 
rysm, 228 
Lipomata,  139 

congenital,  140 

diduse,  140 
Lipoma  nasi,  498 
Lips,  diseases  of,  475 

tumours  of,  476 

ulcers  of,  475 
Lupus  erytliematosus,  107 

vulgaris,  io6 
Ijymph,  22 
Lymphadenitis,  249 
Lyniphadenoma,  251 
Lymph  angiectasis,  245 
Ijymphangitis,  245 
rjymphangionia,  246 
L^'mphatic  abscess,  39 

glands,  sarcoma  of,  252 
tumours  ol',  250 
Lymphoma.  250 
rjymphorrhoea,  246 
Ijymphosarcoma,  149,251 

M 

Macrooi-oshia,  487 
Malignant  pustule,  88 

tumours,  133 
Mastitis,   chronic  iutcrstitial, 
457 

Melanosis,  148 
Meningocele,  556 

traumatic,  557 
Meningeal  hiemorrhago,  564 


Micorcocci,  13 

of  erysipelas,  71 
Micro-organisms,  13 

of  suppuration,  31 
Mixed  tumours,  151 
Mollities  ossiuni,  301 
Mucoid  degeneration,  8 
Mucous  membranes,  syphilitic 

disease  of,  116 
Multilocular  cysts  of  jaws,  319 
Mumps,  483 
Muscle,  atrophy  of,  272 

gumma  of,  273 

in  cases  of  nerve  injury,  20S 

inflammation  of  271 

ossification  of,  272 

repair  of,  205 

rupture  of,  271 

tumours  of,  272 

wounds  of,  27 1 
Myeloid  sarcoma  of  bone,  3  [5 
Myomata,  143 
Myositis  ossificans,  272 
Myxomata,  138 
Myxo-sarcoma,  152 

Nviivi,  144 

Nails,  syphilitic  disease  of,  116 
Natiform  skull,  126 
Necrosis,  28S 

phosphorous,  295 

without  suppuration,  293 
Nephritis,  suppurative,  393 
Nerves,  condition  of,  in  tetanus, 
73 

injuries  of,  206 
trophic     changes  after 
wounds  of,  207 
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Nerves,  union  of,  207 

Neuromata,  143 

Nipple,  Paget's  disease  of,  457 

Nodes,  296 

Noma  vulvce,  85 

Nose,  deviation  of  septum,  498 

diseases  of,  498 

in  secondary  syphilis,  117 

polypi  of,  500 


0 

Odontomata,  324 
(Esophagus,  diseases  of,  503 
epithelioma  of,  504 
stricture  of,  503 
Ophthalmia,  gonorrliceal,  382 
Orchitis,  syphilitic,  118 
Osteitis,  278 

deformans,  299 
in  congenital  syphilis,  128 
rheumatic,  299 
strumous,  281 
syphilitic,  296 
Osteo-arthritis,  343 
Osteoid  tissue,  305 
Osteomata,  142 
Osteomyelitis,  285 
Osteo-sarcoma,  152 
Ovaries,  tumours  of,  454 
Ozapna,  499 


P 

]'ai,atk,  di-cascs  of,  478 
I'apilloma,  155 
Paraphimosis,  377 
Paraplegia  in   I'olt's  discaso, 
329 


Parotid  tumours,  484 
Parotitis,  483 
Partial  enterocele,  520 
Pathogenic  organisms,  18 
Penis,  diseases  of,  375 

epitheliiima  of,  377 
Perforating  ulcer,  43 
Periostitis,  ditfuse,  286 
Peritonitis,  acute,  550 

chronic,  52S 
Phagedeena,  85 
Piiaryux,  diseases  of,  480 

ulceration  of,  481 
Phimosis,  376 
Phlebitis,  234 

plastic,  236 

suppurative,  240 
Phosphorous  necrosis,  295 
Piles,  531 

Plastic  exudation,  22 
Polypi  of  nose,  500 
Pott's  disease  of  spine,  326 
Prolapsus  ani,  548 
Proliferous  cysts  of  breast,  466 
Prostate,  diseases  of  407 
hypertrophy  of,  40S 
tubercle  of,  417 
tumours  of,  412 

Prostatic  calcidi,  412 

Prostatitis,  407 

Pruritus  ani,  549 

Ps.uuiuonia,  151 

Pseudartlirosis,  199 

Psoriasis,  syphilitic,  115 

Ptomaines,  iS 

Puerperal  arthritis,  33S 

Pus,  42 

formation  o'",  35 

Pyiumia,  62 

Pyelo-nojihritis,  389 

Pyo-ncplirnsis,  421 
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R 

Eanui-a,  482 
Raynaud's  disease,  80 
Rectum,  cancer  of,  545 

dermoid  cysts  of,  544 

diseases  of,  530 

nrevi  of,  544 

papilloma  of,  542 

polypi  of,  543 

stricture  of,  540 

syphilitic  disease  of,  539 

tumours  of,  542 

ulcers  of,  538 
Recurrence  of  tumours,  135 
Resolution,  27 
Retention  of  urine,  386 
Rheumatism,  341 
Rheumatoid  arthritic,  343 
Rickets,  302 

foetal,  308 

scurvy,  307 
Rodent  ulcer,  163 
Roseola,  syphilitic,  114 
Rupia,  syphilitic,  120 


s 

Sac'ual  tumours,  572 
Halivary  glands,  disease?  of,  483 
Saprtemia,  59 
Sarcoma,  146 

appearance  of,  152 

clinical  characters  of,  153 

endosteal,  315 

hremorrhagic,  150 

melanotic,  148 

mixed-celled,  148 

myeloid,  148 

periosteal,  314 


Sarcoma,  plexiform,  151 

round-celled,  146 

spindle-celled,  147 
Scabbing,  healing  by,  50 
Scalp,  diseases  of,  559 

injuries  of,  560 
Scars,  44 

keloid,  45 
Schizo-mycetes,  13 
Scirrhus,  165 

Sclerotitis,  gonorrhosal,  383 
Scrofula,  99 

manifestations  of,  105 
Scrotum,  epithelioma  of,  378 
Scurvy  rickets,  307 
Sebactous  cysts,  171 
Sequestrum,  291 
Septicjeniia,  58 
Septic  emboli,  65 

products,  18 
Sero-c\stic  tumours,  463 
Serous  C-xudation,  22 
Suppuration,  31 

diffuse,  36 
Suppurative  fever,  56 
Sinus,  40 

Skin,  in  cases  of  nerve  injury, 
207 

in  congenital  syphili?,  124 
syphilitic  disease  of,  1 14 
Skull    of  congenital  syphilis, 

125 

tumours  of,  560 
Sloughing,  37 

l)liaged;Bna,  85 
Soft  sores,  1 10 
Spernuitocele,  445 
Spina  bitida,  56S 
Spine,    angular   curvature  0'', 
326 

caries  of,  325 
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Spine,  diseases  of,  325 

lateral  curvature  of,  330 
Spinal  cord  in  Pott's  disease, 

328 
Spirilla,  14 

Sporadic  cretinism,  308 
Stasis,  21 

Stone — see  "  Calculus  " 
Scricture  of  rectum,  540 
Sub-peritoneal  fat, protrusion  of, 
520 

Synovial  cysts,  357 
Synovitis,  332 
Syphilis,  1 10 

congenital,  123 

secondary,  112 

tertiary,  119 
Syphilitic  arteritis,  216 

arthritis,  371 
Sweep's  cancer,  378 

T 

Tabetic  arthropathy,  350 
Talipes,  577 

calcaucus,  584 

cavus,  582 

eqiiino-varus,  580 

equinus,  581 

planus,  5S3 

valgus,  584 

varus,  5S2 
Teeth   in  congenital  syphilis, 
128 

1'cndon,  repair  of,  205 

rupture  of,  273 
1'cndons,  wounds  of,  273 
'J'cno-synovitis,  274 
'J'ciniinations  of  inllamniation, 
27 


Testis,  carcinoma  of,  441 

cystic  tumours  of,  439 

dermoid  cyst  of,  442 

encliondroma  of,  442 

gumma  of,  123 

hernia  of,  43 1 
Testis,  inflammation  of,  429 

malposition  of,  427 

sarcoma  of,  437 

strumous,  431 

syphilitic,  434 

disease  of,  1 1 8 

tubercular,  431 

tumours  of,  437 
Tetanus,  72 
Thrombosis,  234 
Thyroid    gland,    atrophy  of, 
264 

diseases  of,  264 

inflammation  of,  264 

malignant  disease  of,  267 
Tongue,  columnar-celled  ade- 
noma of,  496 

cysts  of,  497 

diseases  of,  4S7 
Tongue,  epithelioma  of,  493 

fatty  tumour  o\\  497 

fibroma  of,  497 

in  secondary  syphili-;,  1 17 

na3vus  of,  496 

pai)illoma  of,  497 

tertiary  sy|)liilis  of',  121 

tubercle  of,  4S2 

ulceration  of,  491 
Tonsillitis,  479 

Tonsils,  syphilitic  ulceration  of, 
117 

'{'rachea.  foreign  bodies  in,  2(12 
Traumatic  fever,  54 
Trophic  lesions,  207 
Tubeicle,  99 
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Tuberculosis  of  geiiito-urinary 
tract,  414 

Tumours,  129 

causes  of,  130 
cliissificalion  of,  135 
degenerntinn  of,  132 
development  of,  131 
inflammation  of,  132 
innocent,  137 
malignant,  133 

u 

Ulcf.ratjox,  40 
ITlcer,  healing  of,  44 

perforating,  43 

structure  of,  41 
Ureter,  calculi  in,  421 

tubercle  of,  414 
Urethra,  calculus  in,  425 

■    stricture  of,  383 
Urethral  rfbscess,  382 
Urethritis,  380 
Urinary  fistula,  386 
Urine,  retention  of,  386 
Uterus,  carcinoma  of,  454 

epithelioma  of,  454 


Uterus,  fibro-mjoma  of,  452 
polypi  of,  452 

V 

Vagina,  diseases  of,  451 
Varicocele,  450 
Varicose  aneurysm,  187 
Varix,  231 
Veins,  air  in,  192 

diseases  of,  23 1 

injuries  of,  191 

varicose,  231 
Venereal  sores,  no 
Vesicular  seminales,  tubercle  of, 
417 

Vessels,  injuries  of,  180 
Vibrios,  14 
Volvulus,  522 
Vulva,  diseases  of,  451 

w 

Wauts,  venereal,  38 1 
Wounds,  drainage  of;  52 
healing  of,  47 
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With  23  Plates  and  GO  Engravings.    Fcap.  Svo,  10s.  6d. 

WILSON  —  BUCHANAN  —  CLARK.  —  Wilson's 

Anatomist's  Vado-Mecum  :  a  System  of  Human  Anatomy.  Tenth 
Edition,  by  George  Buchanan,  Professor  of  Clinical  Surgery  in  the 
University  of  Glasgow,  and  Henuy  E.  Clark,  M.R.C.S.,  Lecturer  on 
Anatomy  in  the  Glasgow  Royal  Innrmary  School  of  Slodieine.  With 
450  Engravings,  including  26  Coloured  Plates.    Crown  Svo,  ISs. 
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BOTANY. 

BENTLEY  AND  TEmEN.— Medicinal  Plants : 

being  descriptious,  with  original  Figures,  ot  the  Principal  Plants 
employed  in  Medicine,  and  an  account  of  their  Properties  and  Uses. 
By  Robert  Bentlet,  F.L.S.,  and  Henry  Trimen,  M.B.,  F.H.S., 
F.L.S.  In  4  Vols.,  large  8vo,  ^vith  306  Coloured  Plates,  bound 
in  half  morocco,  gilt  edges,  £11  lis. 

BENTLEY.— A  Manual  of  Botany.     By  Robert 

Bentlet,  F.L.S.,  M.II.C.S.,  Emeritus  Professor  of  Botany  in  King's 
College  and  to  the  Pharmaceutical  Society.  With  nearly  1178 
Engravings.    Fifth  Edition.    Crown  8vo,  15s. 

By  the  same  Author. 

The     Student's     Guide     to  Structural, 

Morphological,  and  Physiological  Botany.  With  660  Engravings 
Fcap.  8vo,  7s.  6d. 

ALSO, 

The     Student's     Guide     to  Systematic 

Botany,  including  the  Classification  of  Plants  and  Descriptive 
Botany.    With  357  Engravings.   Fcap.  8vo,  38.  Gd. 


CHEMISTRY. 

BERNAYS.— Notes    on   Analytical  Chemistry 

for  Students  in  Medicine.  By  Albert  J.  Bernays,  Ph.D.,  F.C.S., 
F.I.C.,  Professor  ot  Chemistry,  &c.,  at  St.  Thomas's  Hospital  Medica 
School.    Third  Edition.    Crown  8vo,  4s.  Od. 

BLOXAM. — Chemistry,  Inorganic  and  Organic  ; 

with  Experiments.   By  Charles  L.  Bloxam.    Seventh  Edition,  by 
John  Millar  Thomson,  Professor  of  Chemistry,  King's  College, 
London,  and  Arthur  G.  Bloxam,  Demonstrator  of  Cheniistiy,  Eoya'l 
Agricultural  College,  Cirencester.    With  282  Illustrations.    8vo,  ISs. 
By  the  same  Author. 

Laboratory    Teaching;     or.  Progressive 

Exercises  in  Practical  Chemisti-y.  Fifth  Edition.  With  89 
Engi-avings.   Crown  8vo,  5s.  6d. 

BOWMAN  AND  BLOXAAI.—Practical  Chemistry, 

including  Analysis.  By  John  E.  Bowman,  and  Charles  L.  Bloxam, 
lute  Professor  of  Chemistry  in  King's  College.  Eighth  Edition.  With 
90  Engravings.     Fcap.  8vo,  5s.  6d. 


11,  NEW  BURLINGTON  STREET. 

•A 


J.  8^  A.  Cimrchiirs  Medical  Class  Books. 


C'H.'EMl^T'RY— continued: 
CLOWES.— 'Pv3iCt\csi\  Chemistry  and  Qualita- 
tive Inorganic  Analysis.  Adapted  for  use  in  the  laboratories  of 
Schools  and  Colleges.  By  Fkank  Clowes,  D.Sc.  Lond.,  Professor  of 
Chemistry  in  University  College,  Nottingham.  Fourth  Edition.  With 
Engraving.^.    Post  Svo,  7s.  6d. 

COOK. — Introductory  Inorganic  Analysis.  A 

First  Course  of  Chemical  Testing.  By  Ernest  H.  Cook^D-Sc.  Loud., 
F.C.S.,  Physical  Soienee  Master,  Merchant  Venturers'  School,  Bristol 
Crown  Svo,  Is.  6d. 

FOWNES.—ManuaX  of  Chemistry.— &e  WATTS. 
FRANKLANDAND  /^PP.— Inorganic  Chemistry. 

By  Edward  Frankland,  Ph.D.,  D.C.L.,  F.K.S.,  and  F.  E.  Japp,  M.A.. 
Ph.D.,  F.I.C.  With  2  Lithographic  Plates  and  numerous  Wood 
Engravings..  Svo,  24s. 

JOHNSON.— The  Analyst's  Laboratory  Com- 
panion. By  Alfred  E.  Johnson,  Assoc.  R.C.Sc.I.,  F.I.C,  F.C.S.,  First 
Prizeman  in  Chemistry,  Physics,  and  jVlathematics  of  E.C.Sc.I. 
Crown  avo,  6  s. 

iiCPL^T.— Outlines  of  Organic  Chemistry.  By 

H.  Forster  Moeley,  M.A.,  D.Sc,  Joint  Editor  of  "  Watts'  Dictionary 
of  Chemistry."    Crown  Svo,  7s.  6d. 

VACHER.—A  Primer  of  Chemistry,  including 

Analysis.   By  Arthur  Vacher.   iSnio,  is. 

VALENTIN.— Chemicdil  Tables  for  the  Lecture - 

room  and  Laboratory.  By  William  G.  Valentin,  F.C..S.  In  Five 
large  Sheets,  5s.  6d. 

VALENTIN  AND  HODGKINSON.—K  Course  of 

Qualitative  Chemical  Analysis.  By  the  late  W.  G.  Valentin,  F.C.S. 
Seventh  Edition  by  Dr.  W.  K.  Hodgkinson,  F.R.S.  E.,  Professor  of 
Chemistry  and  Physics  in  the  Royal  .-Vrtillery  College,  and  Koyal 
Military  .4cademy,  Woolwich;  assisted  by  II.  CHAPMAN-JONKS,  F.C.S., 
Demonstrator  in  the  lloyal  School  of  Mines,  and  K.  E.  Matthews, 
Ph.D.,  of  Cooper's  Hill  College.  With  Engravings  and  .Map  of  Spectra. 
Svo,  Ss.  Gd. 

The  Tables  for  the  Qualitative  Analysis  of 

Simple  and  Compouml  Substances,  with  Jlap  of  Spectra,  printed 
separately.   Svo,  2s.  Gd. 
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C'B.'EilLlST^'RY— continued. 
WATTS. — Manual  of  Chemistry,  Theoretical 

aucl  Practical.  (Based  on  Fownes'  Manual.)  By  Henry  Watts, 
B.A.,  F.R.S. 

Vol.  I. — Physical  and  Inorganic  Chemistry, 

Secoud  Edition  (Fourteenth  of  Fownes').  By  William  A.  Tilden, 
D-.Sc,  F.R.S. ,  Professor  of  Chemistry  in  the  Mason  College,  Bir- 
mingham. With  122  Wood  Engravings,  and  Colom-ed  Plate  of 
Spectra.    Crown  8vo,  8s.  6d. 

Vol.  II. — Chemistry  of  Carbon-Compounds, 

or  Organic  Chemistry.  Second  Edition  (Thirteenth  of  I'ownes'). 
Edited  by  Wm.  A.  Tilden,  D.Sc,  F.R.S.  With  Engravings.  Crown 
8vo,  10s. 

CHILDREN,  DISEASES  OF. 
DAK—A  Manual  of  the  Diseases  of  Children. 

By  William  H.  Day,  M.D.,  Physician  to  the  Samaiitan  Hospital  for 
Women  and  Children.    Second  Edition.   Crown  Svo,  12s.  6d. 

ELLIS. — A  Practical  Manual  of  the  Diseases 

of  Children.  By  Edward  Ellis,  M.D.,  late  Senior  Physician  to  the 
Victoria  Hospital  for  Sick  Children.  With  a  Formulary.  Fifth 
Edition.    Crown  Svo,  10s. 

GOODHART.— The  Student's  Guide  to  Diseasej, 

of  Children.  By  .TAMES  Frederic  Goodhart,  M.D.,  F.R.C.P., 
Physician  to  Guy's  Hospital  and  Lecturer  on  Pathology  in  -its 
Medical  School.   Third  Edition.    Fcap.  Svo,  10s.  Cd. 

SMITH.~A  Practical  Treatise  on  Disease  in 

Children.  By  EUSTACE  SMITH,  M.D.,  F.R.C.P.,  Physician  to  H.M.  the 
King  of  the  Belgians,  and  to  the  East  London  Hospital  for  Children. 
Second  Edition.    Svo,  22s. 

By  the  same  Author. 

Clinical  Studies  of   Disease  in  Children. 

Second  Edition.    Post  Svo,  Ts.  Gd. 

Also, 

On  the  Wasting  Diseases  of  Infants  and 

Children.    Fifth  Edition.    Tost  Svo,  8s.  6d. 

STEINER.—Compendiwm  of  Children's  Dis- 
eases; a  Handbook  for  Practitioners  and  students.  By  JOHANN 
Steiner,  M.D.  Translated  by  Lawson  Tait,  F.K.C.S.,  Surgeon  to  the 
Birmingham  Hospital  for  Women,  &c.    Svo,  12s.  Gd. 
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DEIN'TISTIIY. 
GORGAS.  —  Dental   Medicine :    a    Manual  of 

Dental  Materia  Medica  aiul  Therapeutics.  By  Ferdinand  J  S  Gokg  \< 
A.M  M.D.,  D.D.S.,  Professor  ot  Dental  Surgery  antl  Science,  &c'' in 
the  University  of  Maryland.   Third  Edition.   8vo,  16s. 

HARRIS.  —  The    Principles    and  Practice  of 

Dentistry ;  including  Anatomy,  Physiology,  Pathology,  Therapeutics 
Dental  Surgeiy,  and  Mechanism.  By  Chapin  A.  Haeeis,  M.D.,  D.D  S 
Twelfth  Edition,  revised  and  edited  by  Ferdinand  J.  S.  Gorgas 
A.M.,  M.D.,  D.D.S.    With  over  1,000  Illustrations.   8vo,  33s. 

SrOC'/^^iV.— Elements  of  Dental  Materia  Medica 

and  Therapeutics,  with Pharmacopceia,  ByJAMEsSTOCKEN,L.D.S.R.C.S.. 
late  Lecturer  on  Dental  Materia  Medica  and  Therapeutics  and  Dental 
Surgeon  to  the  National  Dental  Hospital;  assisted  by  Thomas  Gaddes, 
L.D  S.  Eng.  and  Edin.    Third  Edition.   Fcap.  Svo,  7s.  6d. 

TOMES  (C.  Manual  of  Dental  Anatomy, 

Human  and  Comparative.  By  Charles  S.  Tomes,  JI.A.,  F.R.-S. 
Third  Edition.    With  212  Engravings.    Crown  Svo,  123.  6d. 

TOMES  {J.  and  C.  S.).~A  System   ol  Dental 

Surgery.  By  Sir  John  Tomes,  F.K.S.,  and  Charles  S.  Tomes,  M.A., 
M.P^.C.S.,  F.E.S.  Third  Edition.  With  292  Engra\ings.  Crown 
Svo,  15s. 


EAR,  DISEASES  OF. 

BURNETT.— The  Ear:  its  Anatomy,  Physio- 
logy, and  Diseases.  A  Practical  Treatise  for  the  Fse  ot  Medical 
Students  and  Practitioners.  By  Charles  H.  Burnett,  M.D.,  Aural 
Surgeon  to  the  Presbyterian  Hospital,  Philadelphia.  Second  Edition. 
Witli  107  Engravings.   Svo,  ISs. 

DALBY.—Ov\  D  iseases  and  Injuries  of  the  Ear. 

By  Sir  William  B.  Dalby,  F.R.C.S.,  Aur.il  Surgeon  to,  and  Lecturer 
on  Aural  Surgery  at,  St.  George's  Hospital.  Tliird  E<iition.  With 
Engravings.    Crown  Svo.  7s.  (id. 
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EAR,  DISEASES  OF— continued. 
JONES. — Practitioner's  Handbook  of  Diseases 

of  the  Ear  and  Naso-Pliarynx.  By  H.  Macnauqhton  Jones,  M.D., 
M.Ch. ;  Examiner,  and  late  Professor  iu  the  Queen's  University  ;  and 
Surgeon  to  the  Cork  Ophtliahnic  and  Aural  Hospital.  Third  Edition 
of  "Aural  Surgery."  With  128  Engravings,  and  2  Coloiued  Plates 
(16  Figures).   Jioyal  8vo,  6s. 

By  the  same  Author. 

Atlas  of  the  Diseases  of  the  Membrana 

Tympani.  In  Coloured  Plates,  containing  59  Figures.  With  Ex- 
planatory Text.    Cro-\vn  4to,  21s. 

FORENSIC  MEDICINE. 

ABERCROMBIE.  —  The    Student's    Guide  to 

Medical  Jurisprudence.  By  John  Abercrombie,  M.D.,  F.E.C.P., 
Senior  Assistant  Physician  to  Charing  Cross  Hospital.  Fcap.  8vo, 
7s.  6d. 

OGSTON. — Lectures  on  Medical  Jurisprudence. 

By  Francis  OaSTON,  M.D.,  late  Professor  of  Medical  Jurisprudence 
and  Medical  Logic  in  the  University  of  Aberdeen.  Edited  by  Francis 
OOSTON,  Jun.,  M.D.,  late  Lectm-er  on  Practical  To.xicology  in  the 
University  of  Aberdeen.    With  12  Plates.   8vo,  18s. 

TAYLOR.— The    Principles    and    Practice  of 

Medical  Juxisprudence.  By  Alfred  S.  Taylor,  M.D.,  F.K.S. 
Third  Edition,  revised  by  Thomas  Stevenson,  M.D.,  F.R.C.P.,  Lec- 
turer on  Chemistry  and  Medical  Jurisprudence  at  Guy's  Hospital  ; 
Examiner  in  Chemistry  at  the  Koyal  College  of  Physicians ;  Official 
Analyst  to  the  Home  Office.  With  188  Engravings.  2  Vols.  8vo,  31s.  6d. 
By  the  same  Author. 

A    Manual    of    Medical  Jurisprudence. 

Eleventh  Edition,  revised  by  Thomas  Stevenson,  M.D.,  F.K.C.P. 
With  56  Engravings.   Crown  8vo,  14s. 

ALSO, 

On  Poisons,  in  relation  to  Medical  Juris- 
prudence and  Medicine.  Third  Edition.  With  104  Engravings 
Crown  Svo,  16s. 

TIDY  AND    WOODMAN— A    Handy-Book  of 

Forensic  Medicine  and  Toxicology.  By  C.  Meymott  Tidy,  M.I5.  ;  and 
W.  Bathurst  Woodman,  M.D.,  F.U.C.P.  With  8  Lithographic  Plates 
and  116  Wood  Engravings.    8vo,  31s.  6d. 
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HYGIENE. 

PARKES.  —  A   Manual  of  Practical  Hygiene. 

By  Edmund  A.  Paekes,  M.D.,  F.R.S.  Seventli  Edition  by  F  de 
CHAUMONT,  M.D.,  F.R.S.,  late  Professor  of  Military  Hygiene  in  tlie 
Army  Medical  School.    With  9  Plates  and  101  Engravings.   8vo,  18s. 

WILSON.~A  Handbook  of  Hygiene  and  Sani- 
tary Science.  By  Georoe  Wilson,  M.A.,  M.D.,  F.E..S.E.,  Medical 
Officer  of  Health  for  Mid  Warwiclcshire.  Sixth  Edition.  With  En- 
gravings.   Crown  Svo,  10s.  6d. 


MATERIA  MEDICA  AND  THERAPEUTICS. 
LUSCHEB.— Recent   Materia   Medica.  Notes 

on  their  Origin  and  Therapeutics.  By  F.  Harwood  Lescher,  F.C.S., 
Pereira  Jledallist.   Third  Edition.    Svo,  2s.  Od. 

OWEN.— A  Manual  of  Materia  Medica;  in- 
corporating the  Autlior's  "  Tables  of  Materia  Medica."  By  Isambard 
OWEN,  M.D.,  F.R.C.P.,  Lecturer  on  Materia  Medica  and  Therapeutics 
to  St.  George's  Hospital.    Second  Edition.    Crown  Svo,  6s.  6d. 

BOYLE  AND  HARLEY.—A  Manual  of  Materia 

Medica  and  Therapeutics.  By  J.  Forbes  Boyle,  M.D.,  F.E.S.,  and 
John  Harley,  M.D.,  F.U.C.P.,  Physician  to,  and  Joint  Lecturer  on 
Clinical  Medicine  at,  St.  Thomas's  Hospital.  Sixtli  Edition,  including 
addition  and  alterations  in  the  B.P.  1SS5.  Witli  139  Engravings. 
Crown  Svo,  15s. 

SOUTHALL— The  Organic  Materia  Medica  of 

the  British  Pharmacopoeia,  Systematically  Arranged.  By  W.  Soi'TU.\ll. 
F.L.a.    Fourth  Edition.    Crown  Svo,  Ss. 

THOROWGOOD.  —  The     Student's    Guide  to 

Materia  Medica  and  Therapeutics.  By  John  C.  Thorowgood,  M.D., 
F.K.C.P.    Second  Edition.    With  Engravings.    Fcap.  Svo,  7.s. 

WARING. — A  Manual  of  Practical  Therapeu- 
tics. By  Edward  J.  WauinG,  C.I.E.,  Jr.D.,  F.B.C.P.  Fourtli  Edition, 
revised  by  the  Autlior  and  Dudley  W.  Bu.xton,  M.D.,  M.R.C.P 
Crown  Svo,  I'ls. 
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MEDICINE. 

CHARTERIS.—The    Student's    Guide    to  the 

Practice  of  Medicme.  By  M.  Charteris,  M.D.,  Professor  of  Thera- 
peutics and  Materia  Medica,  University  of  Glasgow.  Witli  En- 
gravings on  Copper  and  Wood.    Fiftli  Edition.    Fcap.  8vo,  9s. 

FAGGE. — The  Principles  and  Practice  of  Medi- 
cine. By  tlie  late  C.  Hilton  Fagge,  M.D.,  F.R.C.P.,  Edited  by 
Philip  H.  Pye-Sjiith,  M.D.,  F.E.S.,  F.K.C.P.,  Physician  to,  and 
Lecturer  on  Medicine  in,  Guy's  Hospital.  Second  Edition.  2  Vols. 
Svo.    Cloth,  38s.,  leather,  44s. 

FENWIGK.—rh.G  Student's  Guide  to  Medical 

Diagnosis.    By  SAMUEL  Fenwick,  M.D.,  F.Pt.C.P.,  Pliysician  to  the 
London  Hospital.    Sixth  Edition.  With  114  Engravings.  Fcap.  Svo,  7s. 
By  the  same  Author. 

The  Student's  Outlines  of  Medical  Treat- 
ment.  Second  Edition.   Fcap.  Svo,  7s. 

HARRIS.— The   Student's  Guide  to  Diseases 

of  the  Chest.  By  Vincent  D.  Harris,  M.D.,  F.R.G.P.,  Physician  to 
the  Victoria  Park  Hospital  for  Diseases  of  the  Chest.  With  55 
Engravings,  plain  and  Coloured.   Fcap.  Svo,  7s.  Gd. 

iV/A7JiV.— Handbook  of  Hospital  Practice  and 

Physical  Diagnosis.  By  Christopher  .J.  Nixon,  M.D.,  LL.D.  Professor 
of  Medicine  in  the  Catholic  University,  Duljliu ;  Examiner  in 
-Medicine,  K.Q.C.P.I.,  and  for  the  Conjoint  Examinations  of  K.Q.C.P. 
and  S.  Irel.    AVith  Plates  and  Engravings.    Svo,  9s. 

TAYLOR.— A  Manual  of  the  Practice  of  Medi- 
cine. By  Frederick  Taylor,  M.D.,  F.R.C.P.,  Physician  to,  and 
Lecturer  on  Medicine  at,  Guy's  Hospital.  With  23  Illustrations. 
Crown  Svo,  15s. 

WARNER.— The   Student's   Guide  to  Clinical 

Medicine  and  Case-Taking.  By  Francls  Warner,  M.D.,  F.R.C.P., 
Physician  to  the  London  Hospital.    Second  Edition.    I'cap.  Svo,  5s. 

WIIITTAKER.— Student's  Primer  on  the  Urine. 

By  J.  Travis  Whittaker,  M.D.  Witli  Ilhistrations,  and  10  Plates 
etched  on  Copper.   Post  Svo,  4s.  Gd. 
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MIDWIFERY. 

BARNES.~l.ectnv&s  on  Obstetric  Operations 

including  the  Treat.nent  of  H.-eniorrhage,  and  forming  a  Guide  to  the 
Management  of  Difficult  Labour.    By  EoBERT  Barnes  il  D   F  K  C  P 
Consulting  Obstetric  Physician  to  St.   George's  Hospital.'  Fourt'h 
Edition.    With  121  Engravings.   8vo,  12s.  Od. 

Handbook  of  Midwifery  for  Mid- 
wives.  By  JOHN  E.  BURTON,  il.R.C.S.,  L.R.C.P.,  Surgeon  to  the 
Liverpool  Hospital  for  \yomen.  Second  Edition.  With  Engrav- 
ings.   Fcap  Svo,  6s. 

GALABIN.—K  Manual  of  Midwifery.    By  Alfred 

LEWIS  GALABIN,  JI.A.,  M.D.,  F.R.C.P.,  Ol.stetric  Physician  and 
Lecturer  on  Midwifery,  &c„  to  Guy's  Hospital,  Examiner  In  Mid- 
wifery to  the  Conjoint  Examining  Board  for  England.  With  227 
Engravings,    Crown  Svo,  15s, 

RAMSBOTHAM.—T\\&  Principles  and  Practice 

of  Obstetric  Medicine  and  Surgeiy.  By  Francis  H.  Eamsbotham,  M.D.. 
formerly  Obstetric  Physician  to  the  London  Hospital.  Fifth  Edition! 
With  120  Plates,  forming  one  thick  handsome  volume.   Svo,  22s. 

REYNOLDS.  — "i^ot&s  on  Midwifery:  specially 

designed  to  assist  the  Student  in  preparing  for  Examination.  By  J.  J. 
Reynolds,  L.R.C.P.,  M.R.C.S.  Second  Edition.  With  15  Engravings. 
Fcap.  Svo,  4s. 

ROBERTS.— The  Student's  Guide  to  the  Practice 

of  .Midwifery.  By  D.  Lloyd  Roberts,  JI.D.,  F.R.C.P.,  Lecturer  on 
Clinical  Midwifery  and  Diseases  of  Women  at  Owen's  College,  Phy- 
sician to  St.  Mary's  Hospital,  Manchester.  Third  Edition.  "  With  2 
Coloured  Plates  and  127  Engravings.    Fcap.  Svo,  7s.  (id. 

SCHROEDER.—A  Manual  of  Midwifery;  includ- 
ing the  Pathology  of  Pregnancy  aiul  the  Puerperal  State.  By  KARL 
SoilROEDEli.M.D.,  Professor  of  Midwifery  in  the  Univereity  of  Erlangen. 
Translated  l)y  C,  II.  Cartku,  M.l).    Witli  Engravings.  Svo,  lis.  Cd. 

6'TF.4riVi?.— Obstetric  Aphorisms  for  the  Use  of 

students  conimeiiciiig  ^lidwifery  I'raetice.  By  .losKI'Il  G.  SWAYNE, 
M.D.,  Lecturer  on  Obstetric  Medicine  at  the  Bristol  Medical  School. 
Ninth  Edition.    M'ith  17  Engravings.    Fcap.  Svo,  3s.  Cd. 
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MICROSCOPY. 

CARPENTER.— The  Microscope  and  its  Revela- 
tions. By  William  E.  Carpenter,  C'.B.,  M.D.,  F.K.S.  Seventh 
Edition.  Edited  by  Eev.  Dr.  Uallinger,  F.R.S.  With  about  600 
Engravings.    Cro-»vn  8vo.  {In  the  press.} 

LEE.  —  The    Microtomist's   Vade-Mecum  ;  a 

Handbook  of  the  Methods  ot  Microscopic  Anatomy.  By  Arthur 
Bolles  Lee,  Assistant  in  the  Russian  Laboratory  of  Zoology  at 
Villefranclie-sur-Mer  (Nice).   Second  Edition.   8vo,  12s.  6d. 

MARSH.  —  Microscopical    Section-Cutting  :  a 

Practical  Guide  to  the  Pi-eparation  and  Mounting  of  Sections  for  the 
Microscope.  By  Dr.  Sylvester  JLarsh.  Second  Edition.  With 
17  Engravings.   Fcap.  Svo,  3s.  6d. 

OPHTHALMOLOGY. 

HARTRIDGE.— The  Refraction  of  the  Eye.  By 

GusTAVUS  HARTRIDGE,  F.R.C.S.,  Surgeon  to  the  Koyal  Westminster 
Ophthalmic  Hospital.  Fourth  Edition.  With  9S  Illustrations,  Test 
Types,  &c.    Crown  Svo,  6s. 

HIGGENS.—Hints  on  Ophthalmic  Out-Patient 

Practice.  By  Charles  Higgens,  F.R.C.S.,  Ophthalmic  Surgeon  to, 
and  Lecturer  on  Ophthalmology  at,  Guy's  Hospital.  Third  Edition. 
Fcap.  Svo,  3s. 

MACNAMARA.—A  Manual  of  the  Diseases  of 

the  Eye.  By  Charles  Macnamara,  F.R.C.S.,  Surgeon  to,  and  Lecturer 
on  Surgei-y  at,  the  Westminster  Hospital.  Foiu-th  Edition.  With 
4  Coloured  Plates  and  66  Engravings.   Crown  Svo,  10s.  6d. 

NETTLESHIP.~The  Student's  Guide  to  Diseases 

of  the  Eye.  By  Edward  Nettleship,  F.R.C.S.,  Ophthalmic  Surgeon 
to,  and  Lecturer  on  Ophthalmic  Surgery  at,  St.  Thomas's  Hospital. 
Fourth  Edition.  With  164  Engravings,  and  a  Set  of  Coloiu'ed  Papers 
illustrating  Colour-blindness.   Fcap.  Svo,  7s.  6d. 

POLLOCK.— The    Normal    and  Pathological 

Histology  of  the  Human  Eye  and  Eyelids.  By  C.  Fred.  POLLOCK, 
M.D.,  F.R.C.S.E.,  and  F.R.S.E.,  Surgeon  for  Diseases  of  tlie  Eye, 
Anderson's  College  Dispensary,  Glasgow.  With  100  Plates,  containing 
230  Original  Drawings  by  the  Author,  Lithographed  in  black  and 
colours.    Crown  Svo,  153. 
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OPHTHALMOLOGY- co?2^wzzief7. 
WOLFE.— On  Diseases  and  Injuries  of  the  Eye  • 

a  Com-se  of  Systematic  and  Clinical  Lectures  to  Students  and  Medical 
Practitioners^  By  J.  R.  Wolfe,  M.B.,  F.R.C.S.E.,  Senior  Siu^e  n  to 
the  Glasgow  Ophthalmic  Institution,  Lectm^er  on  Ophthalmic  Medicine 
and  Surgery  in  Anderson's  College.  With  10  Coloured  Plates,  and  120 
Wood  Engravings,  8vo,  21s. 


PATHOLOGY. 

BOWLBY.—Th^  Student's   Guide  to  Surgical 

Pathology  and  ilorbid  Anatomy.   By  Anthony  A.  Bowlby  F  R  C  S 
Surgical  Registrar  and  Demonstrator  of  Practical  Surgery  and  s'm-' 
gical  Pathology  at  St.  Bartholomew's  Hospital.    Second  Edition 
AVith  15S  Engi-avings.   Fcap.  Svo,  9s. 

JONES  AND  SIEVEKING.—A  Manual  of  Patho- 
logical Anatomy.  By  C.  Handfield  Jones,  M.B.,  F.R.S  and  Sir 
EDWARD  H.  SiEYEKiNG,  AI.D.,  F.R.C.P.  Second  Edition.  Edited,  with 
considerable  enlargement,  by  J.  F.  Payne,  M.B.,  Assistant-Physi- 
cian to,  and  Lecturer  on  Pathological  Anatomy  at,  St.  Thomas's 
Hospital.    With  195  Engravings.    Crown  Svo,  16s. 

LANCEBEAUX.— Atlas  of  Pathological  Ana- 
tomy. By  Dr.  Lancereaux.  Translated  by  W.  S.  Greenfield,  M.D., 
Professor  of  Pathology  in  the  ITuiversity  of  Edinburgh.  '  With 
70  Coloured  Plates.    Imperial  Svo,  £5  5s. 

ilf00i2.£J.— Pathological  Anatomy  of  Diseases, 

arranged  according  to  the  Nomenclature  of  Diseases  of  tlie  R.C.P. 
Lond.  By  IN'orman  Moore,  M.D.,  Assistant  Physician  and  Lecturer 
on  Pathological  Anatomy  to  St.  Bartholomews  Hospital.  With 
110  Illustrations.    Fcap.  Svo,  8s.  6d. 

SUTTON.  —  An     Introduction     to  General 

Pathology.  By  John  Bland  Sutton,  F.R.C.S.,  Sir  E.  Wilson 
Lecturer  on  Pathology,  E.C.S.  ;  Assistant  Surgeon  to,  and  Lecturer  on 
Anatomy  at,  Middlese.x  Hospital.    With  149  Emiravings.   Svo.  14s. 

WYNTEB    AND    WETHEBKD.—A    Manual  of 

Clinical  and  Practical  Pathology.  By  W.  E.ssi:x  Wvxtf.r,  M.D., 
.Medical  Registrar  and  late  Demonstrator  of  .-Vnatomy  and  Chemistry 
at  tlie  Middlese.x  Hospital  ;  and  FiiAXK  J.  Wkthhred,  il.D., 
-Assistant  Pliysiciaii  to  the  City  of  London  Hospital  for  Diseases  of 
the  Cliest.  With  4  Coloured  Plates  and  07  other  Illustrations,  Svo, 
12s.  Od. 
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PHYSIOLOGY. 

CARPENTER. — Principles  of  Human  Physio- 
logy. By  WiLLiAJi  B.  Carpenter,  C.B.,  M.D.,  F.R.S.  Ninth  Edition. 
Edited  by  Henry  Power,  M.B.,  F.R.C.S.  With  3  Steel  Plates  and 
377  Wood  Engravings.    8vo,  31s.  6d. 

DALTON. — A  Treatise  on  Human  Physiology  : 

designed  for  the  nse  of  Students  and  Practitioners  of  Medicine.  By 
John  C.  Dalton,  M.D.,  Professor  of  Physiology  and  Hygiene  in  the 
College  of  Physicians  and  Siu'geons,  New  York.  Seventh  Edition. 
With  252  Engravmgs.    Royal  Svo,  20s. 

FREY.—Th.e  Histology  and  Histo-Chemistry  of 

Man.  A  Treatise  on  the  Elements  of  Composition  and  Structure  of  the 
Human  Body.  By  Heinrich  Erey,  Professor  of  Medicine  in  Zurich. 
Translated  by  Arthur  E.  Barker,  Surgeon  to  the  University  College 
Hospital.   With  608  Engravings.    Svo,  21s. 

SANDERSON.— Hsindhoo^  for  the  Physiological 

Laboratory  :  containing  an  E.\position  of  the  fundamental  facts  of  the 
Science,  with  explicit  Directions  for  their  demonstration.  By  J. 
Burdon  Sanderson,  M.D.,  F.R.S.;  E.  Klein,  M.D.,  I'.R.S.;  Michael 
Foster,  M.D.,  F.R.S.,  and  T.  Lauder  Bkunton,  M.D.,  F.R.S.  2  Vols., 
with  123  Plates.    Svo,  24s. 

SHORE. — Elementary  Practical  Biology.  Vege- 
table. By  Thomas  W.  Shore,  M.D.,  B.Sc.  Lond.,  Lecturer  on 
Comparative  Anatomy  at  St.  Bartholomew's  Hospital.   Svo,  6s. 

YEO.—K  Manual  of  Physiology  for  the  Use  of 

Junior  Students  of  Medicine.  By  Gerald  F.  Yeo,  M.D.,  F.PwC.S., 
F.Pv.S.,  late  Professor  of  Physiology  in  King's  College,  London.  Second 
Edition.    With  318  Engravings  (many  figures).    Crown  Svo,  14s. 


PSYCHOLOGY. 

BUCKNILL  AND  TUKE.~A  Manual  of  Psycho- 
logical Medicine  :  containing  the  Lunacy  Laws,  Nosology,  etiology, 
Statistics,  Description,  Diagnosis,  Pathology,  and  Treatment  of  Insanity, 
with  an  Appendi.x  of  Cases.  By  John  C.  BuCKNILL,  M.D.  F.R.S 
and  D.  Hack  Tuke,  M.D.,  F.K.C.P.  Fourth  Edition  with  12  Plates 
(30  Figures).   Svo,  25s. 

CLOUSTON.  —  Clinical    Lectures    oh  Mental 

Diseases.  By  Thomas  S.  Clouston,  M.D.,  and  F.R.C.P.  Edin.;  Lec- 
turer on  Mental  Diseases  in  the  University  of  Edinburgh.  Second 
Edition.   With  8  Plates  (6  Coloured).   Crown  Svo,  12s.  6d. 
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SURGERY. 

BELLAiMY.— The  Student's  Guide  to  Surgical 

Anatomy;  an  Introduction  to  Operative  Surgery.  By  Edward 
Bellamy,  F.R.C.S.,  Surgeon  to,  and  Lecturer  on  Surgery  at,  Charin<r 
Cross  Hospital.  Third  Edition.  With  SO  Engravings  Fcap  Svo° 
7s.  6d.  .  .  .  .        i-  , 

BRYANT.— A    Manual    for    the    Practice  of 

Surgery.  By  Thomas  Bryant,  F.K.C.S.,  Consulting  Surgeon  to  Guys 
Hospital.  Fourth  Edition.  With  750  Illustrations  (many  being 
coloured),  and  including  6  Chromo-Lithographic  Plates.  2  Vols! 
Crown  8vo,  32s. 

DRUITT  AND  50rZ).— Druitt's  Surgeon's  Vade- 

:\Iecum ;  a  Manual  of  Modern  Surgery.  Edited  by  Stanley  Boyd, 
M.B.,B.S.  Lond.,  F.K.C.S.,  Assistant  Surgeon  and  Pathologist  to  the 
Charing  Cross  Hospital.  T«'elfth  Edition.  With  373  Engrarings. 
Crown  8vo,  16s. 

HEATH.— A    Manual    of   Minor  Surgery  and 

Bandaging.  By  Christopher  Heath,  F.R.C.S.,  Holme  Professor  of 
Clinical  Surgery  in  University  College  and  Surgeon  to  the  Hospital. 
Kinth  Edition.    With  146  Engravings.    Fcap.  Svo,  6s. 

By  the  same  A  tit  hoi: 

A    Course    of   Operative    Surgery :  with 

Twenty  Plates  (containing  many  figures)  drawn  from  Nature  by 
M.  Levkille,  and  Coloured.    Second  Edition.    Large  Svo,  SOs 

also. 

The  Student's   Guide   to    Surgical  Diag- 
nosis.  Second  Edition.   Fcap.  Svo,  Gs.  6d. 

JACOBSON. — The  Operations  of  Surgery:  in- 
tended especially  for  the  use  of  those  recently  appointed  on  a  Hospital 
Stair,  and  for  tliose  preparing  for  the  Higher  Exaniiiiatious.  I'.y 
W.  H.  A.  JACOiiSON,  Al.A.,  M.H.,  JM.Ch.  O.xon.,  F.K.C.S.,  Assistant 
Surgeon  to  Guy's  Hospital,  and  Lecturer  on  .Vnatoniy  in  the  Medical 
School.    With  199  Engravings.    Svo,  30s. 
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S  UR  G'EILY— continued. 

SOUTFIAM. — Regional  Surgery  :  including  Sur- 
gical Diagnosis.  A  Manual  for  the  use  of  Students.  By  Frederick 
A.  SOUTHAM,  M.A.,  M.B.  Oxon.,  F.K.C.S.,  Assistant-Surgeon  to  the 
Koyal  Infirmary,  and  Assistant-Lecturer  on  Surgery  in  the  Owen's 
College  School  of  Medicine,  Manchester.  Vol.  2.  Tlie  Upper  Ex- 
tremity and  Thorax.  Crown  8vo,  7s.  6d.  Vol.  3.  The  Abdomen  and 
lower  Extremity.    Crown  Svo,  7s. 

WALSHAM. — Surgery  :  its  Theory  and  Practice 

(Student's  Guide  Series).  By  William  J.  Walsham,  F.R.C.S., 
Assistant  Surgeon  to,  and  Lecturer  on  Anatomy  at,  St.  Bartliolomew's 
Hospital.  Second  Edition.  With  294  Engravings.    Fcap.  Svo,  10s.  6d. 


TERMINOLOGY. 

MAXWELL.— Tevvninologia.  Medica  Polyglotta  : 

a  Concise  International  Dictionary  of  Medical  Terms  (French, 
latin,  English,  German,  Italian,  Spanish,  and  Russian).  By  Theodore 
Maxwell,  M.D.,  B.Sc.  lond.,  F.R.C..S  Edin.   Roy.  Svo,  16s. 

MAYNE. — A   Medical    Vocabulary  :    being  an 

Explanation  of  all  Tenns  and  Plirases  used  in  the  various  Departments 
of  Medical  Science  and  Practice,  giving  their  Derivation,  Meaning, 
Application,  and  Pronunciation.  By  R.  G.  Mayne,  M.D.,  ll.D.  Sixth 
Edition,  by  W.  W.  WAGSTAFPE,  B.A.,  F.R.C.S.    Crown  Svo,  10s.  6d. 

TREVES  AND  LANG.~A  German-English  Dic- 
tionary of  Medical  Terms.  By  Frederick  Treves,  F.R.C.S.,  Sur- 
geon to  the  London  Hospital,  and  Hugo  Iang,  B.A  Half-bound  in 
calf,  128. 

WOMEN,  DISEASES  OF. 
BARNES.— A  Clinical  History  of  the  Medical 

and  Sui'gical  Diseases  of  Women.  By  Robert  Barnes,  M.D.,  F.R.C.P., 
Obstetric  Physician  to,  and  Lecturer  on  Diseases  of  Women,  etc.,  at,  St. 
George's  Hospital.    Second  Edition.    With  181  Engravings.    Svo,  28s. 

DUNOAN— Clinical  Lectures  on  the  Diseases 

of  Women.  By  .1.  Matthews  Duncan,  A  M.,  M.D.,  LL.D.,  F.R.C.P., 
F.R.S.,  Physician  Accoucheur  to,  and  Lecturer  on  Midwifery  at,  St 
Bartholomew's  Hospital.    Fourth  Edition.   Svo,  16s. 
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WOMEN,  DISEASES  O'F— continued. 

GALABIN.— The  Student's  Guide  to  the  Dis- 
eases of  women.  By  Alfred  L.  Galabin,  M.D.,  F.R. CP.,  Obstetric 
Physician  to  Guy's  Hospital,  Examiner  in  Obstetric  ilecUcine  to  the 
University  of  Cambridge,  and  to  the  R.  C.  P.  Lond.  Fourth  Edition. 
With  94  Engravings.    Ecap.  8vo,  7s.  6d. 

REYNOLDS.— Notes  on  Diseases  of  Women. 

Specially  designed  to  assist  the  Student  in  preparing  for  Examination. 
By  J.  J.  Reynolds,  L.R.C.P.,  M.E.C.S.  Tliird  Edition.  Fcap.  Svo, 
2s.  6d. 

SAVAGE.— The  Surgery  of  the  Female  Pelvic 

Organs.  By  Henry  Savage,  M.D.,  lond.,  E.R.C.S.,  one  of  the  Con- 
sulting iledical  Officers  of  the  Samaritan  Hospital  for  Women.  Fiftli 
Edition,  with  17  Lithographic  Plates  (15  Coloured),  and  52  Woodcuts. 
Royal  4to,  35s. 

WEST  AND  DUNCAN— I^ectures  on  the  Dis- 
eases of  Women.  By  Charles  West,  M.D.,  F.E.C.P.  Fourth 
Edition.  Revised  and  in  part  re-written  Ijy  the  Author,  vith  numerous, 
additions  by  J.  Matthews  Duncan,  M.D.,  F.R.C.P.,  F.R.S  , 
Obstetric  Physician  to  St.  Bartholomew's  Hospital.   Svo,  16s. 


ZOOLOGY. 

CHAUVEAU  AND  FLEMING.  — The  Compara- 
tive Anatomy  of  the  Domesticated  Animals.  By  A.  Chauveav, 
Professor  at  the  Lyons  Veterinary  School ;  and  Gbouge  Fleming, 
Principal  Veterinary  Surgeon  of  tlie  Army.  With  430  Engravings, 
31s.  6d. 

HUXLEY. — Manual  of  the  Anatomy  of  Inverte- 

brated  Animals.  By  Thomas  H.  Huxley,  LL.D.,  F.R.s.  With  ir>e 
Engravings.    Post  Svo,  IGs. 

By  the  same  Author. 

Manual  of  the   Anatomy  of  Vertebrated 

Animals.    Witli  110  Engravings.    Post  Svo,  12s. 

WILSON.— The  Student's   Guide  to  Zoology : 

a  iManual  of  the  Principles  of  Zoological  Science.  By  Andrew  Wils^oX, 
Lecturer  on  Natural  History,  Edinburgh.  With  Engravings.  Fcap. 
Svo,  Gs.  Cd. 
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